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Combination for cough control 


‘Phensedyl’ is a combination of three well known 
drugs which provide an effective preparation for 
symptomatic relief of unproductive cough— 
whatever the underlying cause. 

The central sedative and local analgesic effects of 
the powerful antihistamine agent promethazine 
combine with the bronchodilator action of 
ephedrine, and the inhibitory effect of codeine on 
the cough reflex. 

‘Phensedyl’ not only provides the right combina- 
tion, but is pleasantly flavoured and acceptable to 
patients of all ages. 

SUPPLIED IN BOTTLES OF 4 PL. OZ. 


Detailed literature available on request. 
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Leon Gillis 
M.B.E., M.B., B.Ch., M.Ch.Orth., F.R.C.S. 
Consultant Orthopedic Surgeon, Queen Mary's (Roehampton) Hospital 
Fifteen years of intensive study and research, the views of surgeons, engineers 
and limb manufacturers from all over the world combine to make this book 
the most outstanding and comprehensive of its kind ever published in this 
country. Presents a complete conspectus of all the surgical and technical skill 
which go into modern artificial limbs. 
500 pages Profusely Illustrated b ; £15 net 


PITMAN MEDICAL PUBLISHING CO. LTD. 
45 NEW OXFORD STREET, LONDON, W.C.1. 
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SECOND-HAND BOOKS: A constantly changing large stock of Medical and Scientific Literature on view, 
classified under subjects. 





MEDICAL AND SCIENTIFIC LENDING LIBRARY 
Annual Subscription from £1 17s. 6d. Prospectus on application 


A NEW EDITION OF THE LIBRARY CATALOGUE revised to December, 1956, containing Classified Index of Authors 
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_Fditor: J. R. MARRACK 
Immunology is a wide subject which merges into 
physical chemistry at one extreme and into clinical 
medicine at the other: its methods are now bei 
applied to a large number of biological problems, 
are of importance to workers in many related fields 
—among them pathology, microbiology, bacteri- 
ology, biochemistry, haematology, zoology and 
genetics. The aim of this new Journal is to bring 
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immunologists which are at present widely scattered, 
and to serve as a vehicle for new and original research 
which might not otherwise see the light for want of a 
suitable medium. 
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The FIRST CHOICE 
and the LAST RESORT 


for those ‘difficult’ urinary infections 


k Furadantin 


REGD. 


‘Furadantin’ brand nitrofurantoin is neither sulphonamide nor 
antibiotic. It is active against most of the pathogenic bacteria 
likely to infect the urinary tract. The usual adult dose is two 
tablets four times daily. Crystalluria does not occur. 


‘FURADANTIN’ is manufactured by a Registered User of the trade 
mark under licence from the Norwich Pharmacal 
Company (Eaton Laboratories Division). 





DUNCAN FLOCKHART OF EDINBURGH 


‘The Doctors’ House’ 





Duncan, Flockhart & Co. Ltd., Edinburgh 1! 
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The new complete treatment 


for migraine— 


In a recent clinical article (J.A.M.A., 1957, 
163, 1115) it was stated that in a series of 
2,511 cases in which 28 agents were tested 
in the symptomatic treatment of migraine, 
ergotamine tartrate was proved to be the 
most useful drug—and 81°, of the patients 
showed improvement when ergotamine 
tartrate and caffeine were compounded 
with belladonna alkaloids. 


Orgraine applies the same _ successful 
principles of treatment. 








PACKS: 


RGANON LABORATORIES LTD. 


BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2 


ORGRAINE 


| OTelaslelertiaiels| 





Tablets individually foil-stripped, 
in boxes of 10 and 100. 


Tel : TEMple Bar 6785/6/7, 0251/2/3, 1942/3. 


Telegrams : Menformon, Rand, London 
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PECTAMOL 


LINCTUS 





The active constituent of the linctus is oxeladin citrate. 
Each teaspoonful (3.55 ml.) contains 10 mgm. 


ACTION 
© Depresses the activity of the 
cough centre. 
INDICATION 
e All forms of dry, unproductive 
cough. 
DOSAGE : TOXICITY 
Adults 1 or 2 teaspoonfuls 4 times daily. ° Completely non-toxic. 
Children 4 to 1 teaspoonful 4 times daily. © No constipation. 
Basic N.H.S. Price: Bottle of 60 ml. 2/6. e : 
Descriptive literature and specimen packing No hypnotic effect. 
supplied on request. bed No habituation. 
Medical Department 
HOUSES 
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_| Malt & Cod Liver Oil 


* WANDER BRAND’ is a malt and oil preparation 
that you can prescribe with complete confidence. 
Its supreme quality is the result of many years’ 
experience. | re 
The Cod Liver Oil used in ‘ Wander Brand ’ is the ee a : ; 
finest obtainable and the Malt Extract is‘specially — macy ge S Pe a 
prepared by A. Wander Ltd. who are among the | oe & - i 














world’s largest and best known producers of | aa ae * i 
medicinal malt extract. : ge ; 
In addition, Wander Brand Malt & Cod Liver Oil é a 2] 


has a vitamin content exceeding that of similar 

B.P. preparations—and it costs no more than some i 
malt and oil preparations with a lower vitamin i 
content. ; tus ; 











\ A. WANDER LTD., 42 Upper Grosvenor Street, London W.1 ‘ : 
\ Laboratories and Manufactory: King’s Langley, Herts. / 
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pavacol 





ag: 0D : RUP 
pavacol diabetic pavacol pastilles 
Cough Syrup Bacteriostatic & Anti-tussive 
The active ingredients of the original These combine the anti-tussive ingredients 
Pavacol syrup are retained but the carbo- of Pavacol syrup with the powerful bac- 
hydrates have been omitted to make it teriostatic properties of Octaphen. This 
safe for administration to diabetic patients dual action relieves coughs and counter- 
without increasing hyperglycaemia. acts infections of the throat and mouth. 


Literature and professional samples are available on request. 


WARD, BLENKINSOP & COMPANY, LIMITED 


YORK HOUSE, 37, QUEEN SQUARE, LONDON, W.C.1 
Telephone: HOLborn 5992/6 (5 lines) Telegrams: Duochem, Westcert, London 

















Convalescence 
after Influenza 






FORMULA 
Vitamin B, (Aneurin Hyd. B.P.) 1 mg. (320 units) 
Strychnin. Hyd. B.P.. ? . 1-100 gr. 
Caffein B.P. ‘ ‘ : ; } gr. 
Compound Infusion of Gentian B.P. . 40 m. 
Sodium Acid Phosphate B.P. . ; I gr. 


in each two fluid drachms 


A most effective tonic, ANEURONE, is 
expressly formulated to assist nutrition, 
and rapidly improve the general tone of 
the system. .The tonic properties of 
strychnine and caffeine are enhanced by 
the addition of Vitamin B, and Gentian, 
which promote the return of appetite 
and assist digestion. 

Adults: Two teaspoonfuls thrée times a day, in a little water, 10 
minutes before meals. Children: According to age. 


Packings—16 oz. and 80 oz. bottles. 


ai 
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— PHILIP HARRIS LTD 


144 Edmund Street, Birmingham, 3 


on request. 


Telephone: Central 4211 (5 lines). Telegrams: ‘‘Science, Birmingham’”’ 
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‘Jelonet’ sterilized dressings were used in this breast reduction. This 
emphasises the diverse applications of ‘Jelonet’, from minor epithelial 
injuries, grafts, burns, compound fractures, deep granulating wounds 


to major surgery. 


‘Jelonet’ sterilized dressing, a Smith & Nephew product, is available in 
tins for immediate use in the hospital operating theatre or in your surgery 
and is made from specially woven open-mesh gauze, thoroughly and evenly 


impregnated with soft paraffin. 


Because ‘Jelonet’ is compatible with all antibiotics and medicaments 


it may be used in combination with them. 


JiIenn Se 


SMITH & NEPHEW LTD 


WELWYN GARDEN CITY 


JELONET 


is a dressing of 
many parts 


Avallabllity: 


Single pieces in sealed 


(9.52 cms Xx 9.52 cms). 
For hospital use only 








HERTS 
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For prescription on N.H.S. 
form E.C.10. Tins of 5, 10 or 
36 pieces (non-interleaved). 
Tins of 36 pieces (interleaved). 


envelopes (for use in patients’ 
homes). Each piece 33” x 33” 


8 yard strips (folded zig-zag) 
32” wide (7.31 mx 9.52 cms). 
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PARENTROVITE 


Injectable B complex with vitamin C 


A massive dose of injectable B complex with vitamin C... to 
restore normal cerebral functions in toxic states due to narcotic or 
barbiturate drugs, alcohol, or acute infections, 


In boxes of 3 pairs of ampoules. Hospital pack also available. 


A preparation OROVITE, containing the samé B complex vitamins in high concentration 
for oral administration, is also available. Jn tablets and elixir. 


Two groups of preparations containing the vitamin B complex in less massive concentration 


are: BECOVITE & BEFORTISS. Jn tablets, ampoules and elixirs. 





| VITAMINS LIMITED | (DEPT. B. 7. ), UPPER MALL, LONDON, wW.6. 
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-Reliable, quick, no external heating - 


For ALBUMIN ____ ___ALTEST 


reagent tablets 


for Dae ois OCCULTEST 


reagent tablets 


For GLUGOSE _ 5. = CLINISTIX 


reagent strips 


For BILIRUBIN _________- 1ICTOTEST 


reagent tablets 


For KETONES __________ ACETEST 


reagent tablets 


...and, of course, for reliable estimation of 


ee CLINITEST 


reagent tablets 


Range of six simplified urine tests for General Practitioners, 
hospitals, clinics and laboratories. 


Please write for illustrated leaflet and references. 
‘Acetest’ and ‘Clinitest’ are available under the N.H.S. on Form E.C.10., 


AMES COMPANY (Lonpon) LTD. 


NUFFIELD HOUSE, PICCADILLY, LONDON, WI Telephone: REGent 5321 
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=< To aid the Physician’s responsibility in planned parenthood 


(Delfen vaginal cream 


A new spermicide of unmatched potency 
applied by measured-dose applicator 





Ortho Pharmaceutical Limited 
High Wy * Engl 
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DROXALIN 





In peptic ULCER, carefully regulated medication is 
often interrupted by the patient’s distaste for an 
acid adsorbent. Bland and palatable, DROXALIN 
TABLETS overcome this difficulty and are widely 
prescribed in the treatment of Peptic Ulcer, 
Hyperacidity and Sickness of Pregnancy. 

DROXALIN combines the two most preferred acid 
adsorbents—Aluminium Hydroxide and Magnesium 
Trisilicate. Pleasantly flavoured, the DROXALIN 
TABLET commands the patient’s ready acceptance, 
beifig free from grittiness or the metallic taste usually 


palatability 


= 





associated with Aluminium Hydroxide therapy. 
DROXALIN gives quick relief from pain by rapid 
acid adsorption* without danger of secondary acid 
rise or other harmful side effects. The special film 
packing enables DROXALIN to be carried 
hygienically in pocket or handbag. 








Gelat. Alumin. Hydrox. Sicc...2.5 grains Mag. Trisil...2.5 grains. 


Active ingredients per tablet: 


* This will neutralise 50 mls. of N/10 HCI in thirty minutes. 








of 





DROXALIN tablets are hygienically packed in film strips 


6, in cartons of 30 and dispensing packs of 504. 


Prescribable on E.C.10. Basic N.H.S. cost 2/2 for 50 tablets. 





CLINICAL TRIAL SAMPLES ON REQUEST TO: 
SCOTT & TURNER LTD., NEWCASTLE-UPON-TYNE, 1 
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The COMPLETED Spectrum. 





Bacteriological and clinical investigation has amply confirmed the recent, unexpected discovery ' 
that amethocaine and amylocaine, alone amongst the commonly used local anaesthetics, possess a 
wide range of antimicrobial activity, showing at levels ordinarily used in topical application, marked 
activity against all the usual pathogenic organisms, including a notable action against trichomonas 
vaginalis, trichomonas hominis and Monilia (candida albicans). 


The LOCAN Group consists of preparations incorporating the combined anti-infective and 
anaesthetic properties of amethocaine and amylocaine, and individually formulated to meet the 
special needs of the conditions for which they are indicated. LOCAN Pessaries rapidly control 
infection and relieve discomfort in trichomonal and monilial vaginitis and are compatible with 
the normal vaginal physiology. LOCAN Suppositories give immediate relief of pain and 
irritation, combat infection and promote healing in haemorrhoids and other anal and rectal 
conditions. LOCAN Cream is an antiseptic and non-greasy cream for the prompt and pro- 
longed soothing relief of local pain and irritation. 


'1957, J. Pharm. & Pharmacol, 9, 431. 
1957, Lancet, ll, 1028. 


ALLIED LABORATORIES LID - 


10 k 


LONDON 
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In the re-integration of the 
epileptic patient 


‘Mysoline’ not only reduces the frequency and 
severity of epileptic attacks, but also produces a 
marked sense of well-being. The patient is encour- 
aged to take a renewed and more vigorous interest 
in life and to become a self-supporting member of 
the community. 

For these reasons it is ofien advantageous to use 
‘Mysoline’ in cases already controlled by other 
drugs, but in which a: heightened interest and 
improved performance is desirable. Universally 


IMPERIAL CHEMICAL INDUSTRIES LIMITED 
Ph. 803 


Pharmaceuticals 


acknowledged as a major advance, ‘Mysoline’ is 
indicated in all the manifestations of epilepsy. 

‘Mysoline’, an outstandingly safe and effective 
anticonvulsant, is available as tablets of 0.25 g. and 
as a palatable oral suspension. 


‘Mysoline’ 
TRADE MARK 
PRIMIDONE 
Cheshire 


Division Wilmslow 
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Influenza 
















Panadol 


available on request 


Panadol* is widely 
known as an effective, 
safe analgesic. 

It is an equally 

effective antipyretic. 

In influenza, 

Panadol helps to 

alleviate the patient’s 
discomfort by bringing 
down the high temperature 
as well as by relieving 
muscular pain and 
headache. Panadol contains 
no aspirin and it 

does not irritate the 
stomach or cause other 
side-effects. 


Medical literature is 





is safe for everyone 








Basic N.H.S. cost of ti tr 


PANADOL Is a registered trade mark. 


12 


Tablets: 0.5G.,* N-acetyl-p-aminophenol. In cartons of 20, in tottles of 100 and 500, and in tins of 2500 
¢ (2 tabs. t.d.s.) for one week 3/5. 


Bayer Products Limited 


Neville House, Kingston-on-Thames, Surrey. 
Associated exporting company : Winthrop Products Limited. 
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BRONCHIAL ASTHMA 





Attacks of Bronchial Asthma 
can be precipitated or aggravated by 


ALLERGY INFECTION 


Often there is a combination of both. 
Infection and allergy can be treated, but bronchial asthma 





may still persist because the patient lives in fear of 
further attacks. 
Oblivon-C with its specific action on anxiety is indicated. 


The Tranquilliser Safe for use in General Practice 


OBLIVON-C is the result of entirely British Research and Development 


OBLIVON-C 





British Schering Limited, London, W.8 


**P 13 
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Inability to take aspirin... 


IT HAS BEEN reported (Brit. med. F., 1: 444, 1957) that of 
178 rheumatic patients, 25% could not take plain aspirin in 
adequate dosage. 

Of this 25%, however, the great majority tolerated a 
modified aspirin such as Paynocil. 

Not only are Paynocil tablets usually well tolerated by the 
stomach (even on the heavy dosage needed for rheumatoid 
arthritis), but they are extremely palatable, disintegrate instantly 
on the tongue without water, and cause no discomfort or , 
unpleasant after-sensation. 


PAYNOCIL 


. . . indicates 








non-irritant, palatable, 
quick-dispersing aspirin 


FOR ADULTS 


PAYNOCIL 


EACH TABLET CONTAINS 
Acetylsalicylic acid .........seeeeeee- 10 grains 
Aminoacetic acid. .........cceeeeeeees 


PACKAGES in sealed foil strips : 
Cartons of 18. 
Dispensing packs 
of 240: basic 
N.H.S. cost 
(tax free) 
21/8d. 





FOR CHILDREN 


Junior PAYNOCIL 


EACH TABLET CONTAINS 
Acetylsalicylic acid ............se0. 24 grains 
Aminoscetd 0088 4... ...nccccssccces 1} grains 


PACKAGES in sealed foil strips : 
Cartons of 20. 
Dispensing packs of = 
240: basic N.H.S. <i F 
cost (tax free) 7 
12/-. 





Detailed recommendations for dosage in rheumatoid arthritis 
will be gladly supplied on request 


c. L. BENCARD LTD. PARK ROYAL, LONDON, N.W.10 


601/65 (68)/1 
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High dosage of ISONIAZI out Pyridoxine 








NUPA-SAL tablets 


o-hydroxybenzal isonicotinyl hydrazone 
. 


This new derivative of isoniazid can be given 
in high dosage (up to 3 G. daily) without 
incurring the risk of neurotoxicity. 





Available as 100 mg. and 250 mg. tablets : 





* Specialists in tuberculostatic drugs’ 





Literature from 


SMITH & NEPHEW 
PHARMACEUTICALS LTD. 


WELWYN GARDEN CITY - HERTS. 
15 
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FOR ANAEMIAS OF PREGNANGY & LACTATION... 


Vitepron capsules containing readily assimilable iron 
and the natural Vitamins of the B complex give all the additional haematic factors 
necessary during pregnancy and lactation to maintain maximum 
well-being for mother and child. 
Specially shaped to facilitate swallowing, 


Vitepron capsules give a rapid 


FY haemoglobin response without 
< 
re : 
eo gastric upset following 
» — eee: p 
OQ —w administration in the 
ts recommended dosage. 





 VITEPRON - 


FORMULA: Each capsule contains the equivalent of 10 grammes 
fresh liver and, in addition to the naturally occurring Vitamins 

-Vitamin B,— 2 mgm; Vitamin Bz— 2 mgm; Vitamin C— 
15 mgm Ferrous gluconate grs. 4 





PAINES & BYRNE LTD., PABYRN LABORATORIES, GREENFORD, MIDDX. 


- 
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Geigy ae 
Dosulfin 


a new 
mixed 
Sulphonamide 


6am. 





8 hourly 







administration 


allowing 
undisturbed mh) 


nights 







2pm. 










Tablets 
Syrup 







Tablets 0°75g. 


Containers of 12 and 100. 10pm 
Syrup 10% ® Regd. Trade Mark 
eee seh Dosulfin consists of equal parts of 


(a graduated measure is supplied 


with each package of syrup). Sulphaproxyline and Sulphamerazine 


Geigy Pharmaceutical Company Ltd. 
Manchester 23 


PH 119 
17 
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‘ | Pret reduction effective February 10 


G 

x 

4 . ; 

op From February 10th the basic cost to the N.H.S. of the whole 
S Eskacillin’ range is reduced as follows: 


8/14; ‘Eskacillin’ 100 Sulpha from 9/9 to 8/4; ‘Eskacillin’ 


‘Eskacillin’ 100 from 7/6 to 6/4}; ‘Eskacillin’ 200 from 9/- to 
200 Sulpha from 10/6 to 8/114; ‘Eskacillin’ V from 8/- to 7/34 





If it’s oral penicillin it's Eskactllin 


Eskacillin V 


Eskacillin 100 Eskacillin Sulpha 


SMITH KLINE & FRENCH LABORATORIES LTD COLDHARBOUR LANE, LONDON SEs 


ECV:PA28 *Eskacillin’ is a trade mark 
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provides milk-alkali drip 


therapy without a 


Maintains continuous control 
of gastric acidity 


Until a few years ago, maintained continuous control o tric 
acidity was impossible without hospitalization and pad ort to 
the patient. 


Then a unique treatment in the form of Nulacin tablets was 
evolved to achieve this desirable state—simply, effectively and 
without attendant disadvantages. In the ensuing period Nulacin 
therapy has been amply tried and proved by numerous Clinical 
studies and by therapeutic use in many countries. 


A Nulacin tablet placed in the mouth between the cheek and 
the gum dissolves slowly and releases its contained medicaments 
at a rate that gives continuous neutralization of the acid gastric 
juice. Nulacin accomplishes this without any danger of causing 
alkalosis or other side-effects. The results are comparable with 
those of intragastric milk-alkali drip therapy. 


INDICATIONS: NULACIN tablets are indicated + sap 
ever neutralization of the acid gastric contents is required : 
active and quiescent peptic ulcer, gastritis and other conditions of 
gastric hyperacidity. 

Dosage: Beginning half-an-hour after food, a Nulacin tablet 
should be placed in the mouth between the cheek and the gum 
and allowed to dissolve. 


During the stage of ulcer activity, up to three tablets an hour may 
be required. During quiescent periods, for prophylaxis in as tic 
ulcer and for the relief of discomfort due to gastric hy ity, 
the dose of Nulacin is one or two tablets between “i 


NULACIN tablets are not advertised to the public and have 
no B.P. equivalent. They may be prescribed on E.C.10. The 
dispensing unit of 25 tablets is free of purchase tax. (Basic price 
to N.H.S. .. . 2/-). Also available in tubes of 12. 


4 

NULACIN tablets are prepared from whole milk com- _// 
bined with dextrins and maltose, and incorporate mag- ; 
nesium trisilicate 3.5 grs.; magnesium oxide 2.0 grs.; 
calcium carbonate 2.0 grs.; magnesium carbonate 
0.5 grs.; Ol. Menth. Pip. qs. 
























GASTRIC ANALYSIS ne 
GASTRIC ANALYSIS Superimposed gruel 
fractional test-meal curves of five cases of duo- 
denal ulcer. 





ANALYSIS 


‘ Gastric 
GASTRIC ANALYSIS Same patients as in 
Fig. 1, two days later, ——— the striking 


neutralizing effect of sucking Nulacin tablets (3 
an hour). Note the return of acidity when 
Nulacin is discontinued 


BIBLIOGRAPHY 
Practitioner, 1957, 178: 43 
Practitioner, 1956, 176: 103 
Amer. J. Gastro. 1956, 26: 665 
Brit. Med. J. 1954, 1: 46 


Further references to the literature and full 
information on Nulacin available on request. 
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Turning 





to the very best advantage 









Medical history has already reserved a special place for 
ACHROMYCIN tetracycline because of its impressive 






therapeutic potency and remarkably broad spectrum. Now, 






with the advent of AcHromycin V, the therapeutic merits of 






tetracycline are turned to still greater advantage. Present- 






ing tetracycline in company with sodium metaphosphate, 






Acuromycin V achieves swifter, more efficient, more com- 
plete absorption. As a result, the therapy becomes still more 
secure, without any increase in daily dosage or cost. Cust- 
omary adult dosage is a single capsule (250 mg.) four times 
daily—though this may safely be increased in unusually ~ 









severe conditions. 


ACHROMYCIN’® 


TETRACYCLINE WITH SODIUM METAPHOSPHATE *REGD. TRADE MARK 
















Each oral capsule contains ACHROmycIN tetracycline 250 mg: Sodium 
Metaphosphate, 380 mg. Bottles of 16, 100 and 1,000. AcHRromycin V 
is also available as an orange-fi d syrup taining in each § c.c. 


125 mg. of tetracycline activity. Bottles of 2 and 16 fi. oz. 


LEDERLE LABORATORIES DIVISION 
Cyanamid OF GREAT BRITAIN LTD., London. wC2 
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The esters of NICOTINIC, SALICYLIC and 
p-AMINOBENZOIC acids 







bring relief to cases of 


arthritis and rheumatism 


N CASES OF soft-tissue rheumatism, and arthritic disorders, 
many doctors are tending more and more to regard 
Transvasin as an indispensable adjuvant to treatment. 

For Transvasin is composed of the esters, of nicotinic, 
salicylic and p-aminobenzoic acids. These esters readily pass 
the skin barrier in therapeutic quantities, and so enable an 
effective concentration of drugs to be built up where they 
are needed. * 

Transvasin not only induces vasodilation of the skin with 
a superficial erythema, but also brings about a deep hyper- 
aemia of the underlying tissues. It is non-irritant and can be 
safely used on delicate skins. 

It is now being widely prescribed, with successful clinical 
results. Since a very small quantity is sufficient for each 
application, the cost of treatment is extremely low. 


*Therapeutische Umschau 
1952, 8, 143. 
























Tetrahydrofurfuryl salicylate ............ 14% 

Beoheyl MC OUUNGIC. «« <sinesnccs.sscctsercguces 2% 

n-Hexyl nicOtinate.......002000ee+eeneeeee 2% 

Ethyl p-aminobenzoate ........+<++++++ +++: 2% 

Water-miscible cream base ad.........-. 100% 
Transvasin 1s available in 1 oz. tubes, basic N.H.S. price 2/6 plus P.T., 
f and is not advertised to the public. Samples and literature will be 
5 gladly sent on application. 


WS LLOYD-HAMOL LTD 
“Thank you, doctor” 11 Waterloo Place, London, S.W.1. Tel. WHItehall 8654/5/6 
Transvasin is the registered trade mark of Lloyd-Hamol Ltd. 
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Case History 


of Mr. Polly 







“Mr. Polly was sitting on a stile. . . and 
suffering acutely from indigestion. He 
suffered from indigestion now 

nearly every afternoon in his life. . . 
Wonderful things must have been going 
on inside Mr. Polly. It must have been 
like a badly managed industrial city 
during a period of depression; agitators, acts 


of violence, strikes, the forces of law and 





order doing their best, rushings to and fro, upheavals ° 
. .. the rumble and thunder of the tumbrils . . .” % 
‘ bt 

From “The History of Mr. Polly’, by H. G. Wells (by permission) “s 


In a later day the forces 





of law and order would have 
been reinforced by Belladenal Retard 


—and peace restored. 


Belladenal Retard 
BY ' SANDOZ 


TABLETS: 


0.25 mg. total alkaloids of belladonna 
50 mg. Phenobarbitone B.P. 


antispasmodic, anticholinergic, 
central sedative 








5 a as 
Sandoz Products Limited 23 Great Castie Street 


London, W.1 
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a significant advance in Sulphonamide Therapy 





Just one tablet a day affords 


sustained and effective blood-levels 





wide antibacterial coverage 
adequate urine levels 


effective penetration into cerebrospinal fluid 


Midicel 


Tablets of 0-5 G in bottles of 12, 100 and 250 








3-sulphanilamido-6-methoxypyridazine 


yy, Parke Davis 

° S14 & COMPANY LTD inc U.S.A. 
Trade Mark A se 

Seige Tel. Hounslow 2361 “vey* HOUNSLOW MIDDLESEX 
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ENAVID 








BRAND OF NORETHYNODREL AND ETHYNYLOESTRADIO! 3-METHYL ETHER 


For the specific control 
of menstrual irregularities 


ENAVID, containing the new Searle steroid 
norethynodrel, permits specific and usually com- 
plete control of the menstrual cycle on oral 
administration and thus provides effective 
therapy for most menstrual irregularities, 


ENAVID has strong progestational and a lesser 
oestrogenic activity on the endometrium, which 
stimulates its development to a secretory phase. 
It also inhibits the secretion of gonadotropins by 
the anterior pituitary gland. 


a ee a oe 


ENAVID is therefore recommended for: 
AMENORRHOEA (Primary and Secondary) 
OCLIGOMENORRHOEA 
MENORRHAGIA 

METRORRHAGIA 
DYSMENORRHOEA 
PREMENSTRUAL TENSION and the 
“INADEQUATE LUTEAL PHASE” 


ENAVID is supplied as 10 mg. tablets in bottles 
of 20 and 50 tablets. 


Detailed literature is available on request. 


* Trade Mark. 


G. D. SEARLE & CO., LTD., HIGH WYCOMBE, BUCKS. Tel. High Wycombe 1770 


EN : PII7 
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The choice is one 


To choose time 1s to save time, and time is at a premium to both doctor 


and patient in the treatment of acute infections. 


Pen- 


JOHN WYETH 


Vel 


26 


You can save time by choosing Pen-Vee-Dural when penicillin therapy 
in adults is demanded, for Pen-Vee-Dural is a combination of two unique 
complementary oral penicillins. Time-saving, convenient tablets replace 
time-consuming, unwelcome injections. Time taken to achieve high 
initial blood levels is short. Time between doses can be increased because 
sustained, reliable blood levels are possible with only three doses a day. 


The patient has time for uninterrupted rest. You have time to spare. 


PACKS: 
Tubes of 12 and bottles of 100 tablets. Each cored tablet contains a total of 
250,000 units penicillin (150,000 units benzathine penicillin plus 60 mg. 


penicillin V). 


trade mark 


& BROTHER LIMITED, CLIFTON HOUSE, EUSTON ROAD, LONDON, 


N. 


Ww 





C0 ~ EDULE coe votercccral 
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Boots corticosteroids are 
wit 5 manufactured from Commonwealth 


raw materials in our new plant 


“Deltastab-B’ | === 


Europe. A comprehensive range 
Tablets of prednisolone 5 ™8- buffered 


with aluminium hydroxide gel and magnesium is available to meet all 
trisilicate. The price of Deltastab-B is ic uirements. 
the same as ordinary prednisolone therapeuts a 


lone. 
Supplied in bottles of 30, 100 and 500 tablets. 














eae Pec? Sages as a 


- ~ 
= S 
Sie Fy 
= 


‘HYDROCORTISTAB’ 
(Hydrocortisone) 

<< OINTMENT ° CREAM LOTION * EYE DROPS 

EYE OINTMENT - LOCAL INJECTION 

TABLETS * INTRAVENOUS INJECTION 












4 HYDROMYCIN : 
(Hydrocortisone with Neomycin) 
- EAR/EYE DROPS 


























Li ‘ormat: - 
~ ome ye — inf ion gladly sent on ‘saaneet We 
es E DRUG COMPANY LIMITED, 


NOT 
28 TINGHAM, ENGLAND 
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THE PROBLEM 
To obtain high blood 
levels of theophylline easily 


eo ne: VNU SOHC HITHER ARR HT) LANGA LUANLLR 


- For oral aminophylline therapy to be fully effective it 
is necessary to give a dose sufficient to produce high blood 
theophylline levels. However, because of gastric 
irritation vomiting often results. Alternative therapy with 
enteric coated tablets or suppositories is unreliable, 


and parenteral aminophylline is inconvenient. 


THE SOLUTION 
Oral ‘ Theodrox’ 


The combination of dried aluminium hydroxide gel and 
aminophylline in “Theodrox’ ensures full therapeutic 
response with the minimum of gastric upset. Reproduceable 
blood levels comparable with those obtained from 


intramuscular injection can be obtained. 


-THEODRO » 4 


ooo ONC 


THE RESULT 
A full Therapeutic 
response - 


CULL LL LLL 


Recent work'? has shown that synthetic 
derivatives of theophylline are mostly unsatisfactory and 


ROP BREN CES ; . 
all are more expensive. 


1. Brit. Med. J. (1957) 2: 67 
2. 100d, pagnis Each “Theodrox’ tablet éontains 3 grains aminophylline 
and 4 grains dried aluminium hydroxide gel. 
‘Theodrox’ is also available combined with 4 grain 


- phenobarbitone where a degree of sedation is also required. 


STL LALLA Lu LL HM Hn 
= ° = 
= ASTHMA:— two tablets, repeated in 2-3 hours if necessary to Zz 

control paroxysm and dyspnea. For prophylaxis, one tablet 4 = 
times daily. = 


DIVRETIC:— two tablets initially, then one or two tablets three 


DOSAGE... tmesiaily. 

ANGINA PECTORIS:— four to eight tablets daily. In suitable 
cases “Theodrox’ with Phenobarbitone tablets can replace some 
or all of the “Theodrox’, 


PACKS:— Bottles of 25, 100 and 1,000 tablets. 2 
= 
a 








SO UUM ALULU MULL 


(LLL in 


Pee TULA LLL LLL LLL LL MO UL LLL OP 


RIKER LABORATORIES LIMITED 
LOUGHBOROUGH LEics. 


STH 


‘Theodrox’ (Brit. Pat. 727831) is a 
registered Trade Mark of 


“VMIEVNUUNE HULL LE 
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Uitracortenol 
with Bradosol 
Cream 


for eczemas 
and other inflammatory, pruritic or 
allergic skin disorders 


The bactericide Bradosol prevents secondary infection which 
tends to develop during cortico-steroid therapy. 
PROMPT RELIEF OF SYMPTOMS 


PROLONGED DURATION OF ACTION 


Tubes of 5g. containing 0.5% prednisolone trimethylacetate and 0.05%, 
B-phenoxy-ethyl-dimethyl-dodecyl ammonium bromide in a specially formulated base. 


C IBA 


* Ultracortenol’ and‘ Bradosol’ are registered trade marks. Reg. user 


CIBA LABORATORIES LIMITED - HORSHAM - SUSSEX 
Telephone : Horsham 4321. Telegrams: Cibalabs, Horsham. 


1/7 
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Bronehial 
Asthma... 


relieve 
the 
SPasmt. oe 






with 


‘CHOLEDYIL. 





The most striking effects from the use of Choledyl are shown in the 
relief of the mild chronic state of bronchospasm and the reduction in 
the occurrence of acute attacks. 

Choledyl provides theophylline blood levels up to 75 per cent higher 
than those obtained with oral aminophylline and it is essentially non- 
toxic in clinically effective dosage levels. 

Choledy] is available in tablet form in two strengths, each tablet containing 


choline theophyllinate 100 mg. (coloured pink) or 200 mg. (coloured 
yellow). Supplied in bottles of 100 and 500 tablets. 


MANUFACTURED IN ENGLAND 
* under licence from WARNER-LAMBERT PHARMACEUTICAL COMPANY, NEW JERSEY, U.S.A., 
owners of the trade mark: United Kingdom patent No. 736,443 


Baer rw & RARSURYS tito LONGON 


TELEPHONE BISHOPSGATE 320! (|; LINES TELEGRAMS GREENBURYS, BETH. LONDON 
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Covatin 
Safely 





Covatin in generai practice 





stabilises the patient’s emotional 


responses by maintaining the two 
divisions of the autonomic nervous 
system in approximately normal 
balance. 


outstandingly safe in long-term therapy 





@ particularly suitable for the 


. ££ 
chronically tense, over-active 
patient 
@ low toxicity and freedom from 
side effects 
@ non hypnotic, even at high dosage 


levels 

@ alertness is unimpaired, so the 
patient can follow his usual 
everyday activities 

@ non habit forming 

@ absence of euphoria 


a 4 
@ no interference with appetite 
Dosage: 1-2 tablets, 3 times a day with 
food. 
Presentation: 50 mg. sugar coated 
tablets in bottles of 50 and 500. 


Covatin is a new compound 





With entirely new chemical and pharm- 
acological properties for the specific 
treatment of emotional instability. 


ovatin 


TRADE MARK 


ad 
WILLIAM R. WARNER & CO. LTD., EASTLEIGH, HAMPSHIRE. 1.556 


cov 3874 
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today’s new 
MASTER PLAN 


against 







migraine 


The prescribing of ‘ Migril’ makes possible at last a planned 
attack upon the three predominant symptoms of migraine. 
Ergotamine is present at strength in ‘ Migril’ for its specific 
Each tablet contains effect upon the characteristic headache and ocular disturbances. 


ergotamine tartrate 2 mgm.; . Caffeine is present too, since it acts as a synergist to ergota- 
caffeine (alkaloid) 100 mgm. ; 
cyclizine hydrochloride 50 mgm mine. Frequently, however, ergotamine tends to evoke nausea 


In bottles of 10 and 100 and vomiting on its own account and can therefore worsen 
these aspects of the condition. For this reason, the potent, 
rapidly acting anti-emetic cyclizine is also included in 
‘ Migril’—to overcome any tendency to. nausea or vomiting, 
whether caused by the ergotamine or by the condition itself. 
And so successfully does cyclizine achieve this aim that truly 
effective oral doses of ergotamine can today be given—by 
means of ‘ Migril’. 


bra 


BURROUGHS WELLCOME & CO., LONDON 


(THE WELLCOME FOUNDATION LTD.) 
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Stop morning sickness 


‘ANCOLOXIN’ Zeit | 


Meclozine dihydrochloride 25 mg., plus pyridoxine 
hydrochloride (vitamin B,) 50 mg. 


_ 
<<a = = 
——<—<—————— 


“The use of a combination of meclozine dihydro- 

chloride and pyridoxine (‘ancoloxin’ tablets) in a 

series of cases of nausea and vomiting of preg- 

nancy is reported. Rapid and effective control of 

symptoms was obtained in all cases, some of the DOSAGE: 

patients having previously failed to respond to 2 tablets at night. 5 days of treatment 
either antihistaminic treatment alone or to _ is often sufficient for complete relief. 
pyridoxine alone.” (PRACTITIONER, 1956 (Feb.). Basic N-H.S. cost of treatment— 


1/4 per day. 
176, 201). Containers of 10 and 50 tablets. 
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Medical Department 
THE BRITIS H DRUG HOUSES LTD. LONDON N.1 
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For a brighter outlook 
after illness or operation 


Think of your patients who need a tonic. Then think 
of Minadex. Its carefully balanced mineral-vitamin 
formula helps to restore the body to a healthy 
condition. Its appetizing orange flavour appeals 
alike to adults and children. After illness or 
operation make sure your patients benefit 

from Minadex-they’ll all feel the better for it. 


= << @® 4 







MINADEXA Le i 


MINERAL-VITAMIN 
‘TONIC In6 fi. oz., 12 fi. oz., 

















bottles and 80 oz. winchesters K 
a D 
A 
Composed of vitamins A & D, iron, s 
copper and glycerophosphates of calcium, ma 
& potassium, sodium and manganese hy 
GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX BYRon 3434 Subsidiary Companies or Agents in most countries 5 
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RESULTS OF NYLON-DARN REPAIRS 
OF HERNIZ 


G. E. MOLONEY 


M.B. N.Z., F.R.C.S.E., M.R.C.P. 
ASSISTANT SURGEON, RADCLIFFE INFIRMARY, OXFORD 


EvEeRY medical-school boy knows what to do to cure 
rupture, even though he may become a medical statistician 
or a member of parliament. We had hints on sacs and 
their coverings in our pregestational preclinical period; 
we were weaned into clinical surgery by the study of 
lumps in the groins; a part of every surgical childhood is 
assisting at a hernia operation ; and much of the puberty 
of an operating surgeon is passed in attempts to contain 
the results of Nature’s foibles and caprices in the inguinal 
region. Yet, in spite of this universal’ familiarity, few 
realise that operations for rupture, though among the 
most ancient of operations, still usually produce results 
far from the ideal of a complete and permanent cure. 
Though most of this tale is stale, the subject merits 
repeated review, because operations for hernia are among 
those most commonly performed. 

Surveys and pronouncements of results are chiefly of value 
where long-term results are assessed. MacLeod (1955) has 
shown the fallacy of relying, in adults, on simple herniotomy 
and repair of the fascia transversalis at the internal ring. He 
claims that his own results with these simple methods were so 
poor that he has published them as a warning to others— 
a most magnanimous gesture. The results of different repairs 
done by various surgeons are shown in table 1 and speak for 
themselves. One notable point is the scarcity of reviews made 
more than 2 years after operation. Douglas (1953), with a 
report on tantalum mesh at 5 years, and Shouldice (1953), 
with a review of recurrent hernie at 4 years, are the only ones 
to give clearly defined long-term figures. 

Another point appearing from table 1 is that the use of the 
patient’s own tissues for repair did not appear to give so high 
a percentage of permanent results as when either silk or metal 
was incorporated in the repair. The concrete of fibrosis does 
not seem to be so good at withstanding strains as does the 


reinforced concrete of a permanent mesh embedded in fibrous 
tussue. 

Gupta (1954) boldly proclaims that the figures for recurrent 
inguinal hernia are 15-30%, and table 1 confirms that some 
salvos fall within that range, though others appear to be 
distinctly nearer the target of no recurrence. 

Hagan and Rhoads (1953), to find out how long after 
the initial operation recurrences may be expected, 
analysed the histories of 75 patients presenting with 
recurrent herniz. They found that 55% of recurrences 
had occurred in 2 years, 75% in 5 years, and 85% in 10 
years, and they depressingly noted that recurrences may 
appear as late as 40 years after operation. One is tempted 
to believe that a further survey might break this record 
by revealing a recurrence after half a century. Since at 
40 or 50 years both the surgeon and the patient may defy 
record-breaking attempts by dying, I am among those 
neither ambitious nor patient enough for that attempt and 
am prepared to settle for the simple solution of finding 
the true recurrence-rate by multiplying a 5-year result 
by 4/3. 

Moloney et al. (1948) advocated the use of a darn of 
monofilamentous nylon for the repair of herniz, agree- 
meént being expressed with the views of other workers 
who said that five years should elapse before it is worth 
while reviewing the recurrence-rate. Accordingly I now 
review 253 nylon-darn repairs for inguinal hernia (222 
in males in whom 22 were recurrent, and 31 in females) 
all done by me more than 5 years previously. 

‘Moloney et al. (1948) claimed that monofilamentous 
nylon stood up to the misfortune of sepsis better than did 
anything previously used, and was therefore particularly 
valuable for strangulated hernia because of the potential 
infection of these wounds. This view has been substanti- 
ated by this present study, which includes a survey of 
the effect of nylon sutures on the healing of 2181 repairs 
of different varieties of hernia done by the general surgeons 
and their assistants at the Radcliffe Infirmary and the 
Churchill Hospital in the 9 years of 1946-54. 


TABLE I—RESULTS OF REPAIR OF INGUINAL AND FEMORAL HERNIA BY VARIOUS SURGEONS 





Type of repair 


Length of 
follow-up 
after last 
operation 


i 
: 





Various 


MacLeod (1955) 
Various 


Mair (1946) 
citing 4 authors 
citing 2 authors 


citing 9 authors Bassini 


y 

 ~ 
Primary femoral 
Primary direct oy ae 


Hs indirect inguina’ 
current pacers dee aay 
Inguinal 


Rose (1953) .. 

Palumbo and Mighell 
(1954) 

Hagan and Rhoads (1953) 


Koontz (1951) .. 

Deugins (1009) os 
Abel and Hunt (1948) 
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TABLE II—ANALYSIS OF WOUND DISTURBANCES AFTER HERNIA 
(2181 repairs in 1973 patients [235 with strangulation, 1738 without strangulation]) 


























rte sepsis esti Nature of sutures er Nature of sutures 
‘ N sch ‘rina : ‘Sa | | 
Type of hernia o. su without i i 
sepsis | discharge | $98 yea, or removal | Braided | Monofila- removal of | Braided ——_ 
pny | hemat | of nylon | nylon 
Inguinal: } 
Strnagulated _ 118 0 0 5 1-3 3 0 2 0 2 
Non-strangulated 1671 15 15 19 ; il &. 4 8 3 5 
Femoral: | 
Strangulated . 88 1 0 3 0 0 0 3 0 3 
Non- strangulated 108 0 2 2 | 2 2 0 0 0 0 
Incisional: | | 
Ss ted os 13 0 See text 0 0 0 0 0 0 0 
Non-strangulated 80 0 - 7 3 3 0 4 1 3 
Umbilical: | | | 
Strangulated , 16 0 See text 2 Poo | 1 | 0 1 0 1 
Non-strangulated 87 0 ® 2 | 0 0 | 0 2 1 1 
Total wi 2181 16 (0°7%) 17 (0-7%) | 40 (1:9%) | 20 (0%) 16 (06%)| 4 (Oe%)| 20 (1%) 5 15 








Of 21 sinuses containing braided nylon 16 needed removal of ouapee, (in _— 
monofilament 


Of 19 sinuses containing tous ny 


Both varieties of nylon, braided and monofilamentous, 
were used in these two hospitals, and various surgeons, 
myself included, used both varieties at different times. 
The number of times that each variety was used was 
estimated by a survey of the operation notes (which do 
not always state this detail) and in other ways. For the 
general assessment of results it can be assumed that, 
of about 2000 nylon darns, about 1000 were repaired 
with braided nylon and 1000 with monofilamentous 
nylon. 


Analysis of Wound Disturbances in 2181 Repairs 


Strangulated and non-strangulated herniz are separ- 
ately analysed (table 11), but the results for both and for 
the various varieties of abdominal herniz are totalled. 


Stitch and Superficial Sepsis, and Hamatoma, without 
Discharge 

Stitch and superficial sepsis occurred in 0-7% and 
hzmatoma without a discharge from the wound also in 
0-7%. 

Because of the large size of many incisional and 
umbilical hernia there often remains in the superficial 
fat, after the aponeurosis has been repaired, a large cavity 
which is at times difficult to obliterate completely. There- 
fore the incidence of hematoma after these repairs is 
higher than that following repairs in the inguinal and 
femoral regions, where the closure is easier. The exact 
incidence after the repair of large ventral herniz was very 
difficult to ascertain from the postoperative notes, which 
did not state clearly whether or not a hematoma had 
formed and what was primarily a hematoma and what 
sepsis. In consequence there was no attempt with ventral 
herniz to separate the categories of hematoma, immediate 


repairs). 
4 needed removal of sutures (in 1000 repairs). 


sepsis, and delayed sepsis ; but hzematomata following 
inguinal and femoral repairs were analysed and are shown 
in table 11. The only conclusion, from such small figures, 
is that, in a wound showing a large h&matoma, healing 
can sometimes take place without the need for removal 
of nylon sutures, but sometimes removal may be necessary 
to promote healing. 
Deep Sepsis (Immediate and Delayed) and Discharging 
Hematoma 
This occurred in 1-9% of 2181 repairs (table tv). 
Immediate deep sepsis was considered as sepsis develop- 
ing within two weeks of operation, and, for reasons 


TABLE III—ANALYSIS OF WOUNDS SHOWING HAMATOMA 
(Inguinal and femoral herniz only) 












































With | Type of Type of 
pies ae = With un- tem- | suture | Sinus | suture 
ype of hernia | No.| broken | porary 

wound | sinus 
healing | B | M |%2ylon| | y 

Inguii 
Ss ed .. | 118) 200 1 o| 1 0 a 
Non-strangulated |1671| 15 3 1} 2 3 i| (2 
ya 8s} OO 0 0 
Non-strangulated | 108 0 ; 0 a 

Total =... |1985} 18 4 1| 3 3 1] 2 

“; B, braided. M, monofilamentous. 
already given, deep sepsis was assessed for inguinal and 
femoral hernie only. In 1985 inguinal and femoral 


repairs (strangulated and non-strangulated) immediate 
deep sepsis developed in 13 cases (0:7%). Out of all the 
many instances of potential infection, especially with 
strangulated herniz, and the 13 instances of freely dis- 
charging wounds it was necessary to remove nylon from 


TABLE IV—ANALYSIS OF WOUNDS SHOWING DEEP SEPSIS 
(Inguinal and femoral herniz only) 



































Immediate sepsis Delayed sepsis 
Type of | Type of Type of 
Type of hernia No. Bement nylon No nylon 2 ; nylon No 
No of nylon Br ae | No. of nylon of nyl 
es) ewe! 2 ie Bi|M — 
— = Ri 5a Se i ke | | 
Inquinal: 
Strangulated .. om 118 1 0 sn 1 | 0 1 3 3 } 3 0 0 
Non-strangulated bs 1671 u 2 1 1 7 3 4 6 6 5 ?1 0 
Femoral: } | 
Strangulated .. .. ss | 3 0 3 | 0 ee ad my oe - 
_Non- Strangulated : 108 0 + = 4 i 2 2 | 0 0 
‘Total =... | «1985 | 13(0-7%)| 2(02%)| 1 1 | 11@6%)| 3 8 | 11 (0-6%)| 11(06%) 10 1 0 
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”M, monofilamentous. aa 
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the wound to heal sinus formation in only 2 instances 
(1 monofilamentous and 1 braided). This is clear enough 
evidence that hernie repaired with nylon stand up well 
to the misfortunes of both potential infection and immedi- 
ate frank sepsis, and generally heal without the need for 
removal of the nylon. 

Delayed deep sepsis is a different matter. It was analysed 
in detail only for inguinal and femoral hernie (strangu- 
lated and non-strangulated), and a striking result was 
found. Monofilamentous nylon is seen to be almost 
completely innocent as a trouble-maker, whereas braided 
nylon compares very badly, being found to be no better 
than silk and thread in its inability to stay in the tissues 
in a high proportion of instances. Delayed sepsis devel- 
oped in 11 cases (0:6%), of which 10 were with braided 
nylon, and the only time that it developed with mono- 


TABLE V—COMPARISON OF HEALING OF INFECTED WOUNDS SUTURED 
With NYLON m= ‘WITH caTouT AFTER APPENDICECTOMY — 





Severity 
— | 
1/2)3|« 
Catgut | Number of cases |336 |208 | 83 | 64 
Percentage with wound seps: | 8 | 28 | 37 | 50 
Percentage with late ~ Beal of suture aT Ser 9 
Nylon | Number of cases 1119 | 70 | 49 | 35 
| Percentage with wound sepsis | 3| 6/10} 10 
| Percentage with late discharge of suture 1 oe, 


B | 1 | | 
~ (Modified from, a table ii in British | Journal of Surgery. ) 
* General peritonitis. 


filamentous nylon a layer of thread had also been used in 
the repair. 

This delayed reaction appears to be due either to sepsis 
or to a foreign-body reaction, and it has been noted before, 
especially by Edwards (1943) in his review of recurrent hernia 
in soldiers, when he called attention to the reaction with silk 
and in consequence made a plea for abandoning the use of 
floss silk as a material for repair. In this reaction the wound 
appears to heal well, and then, at a variable interval after opera- 
tion, a swelling develops which eventually discharges on to the 
surface. The times of onset of this development in those 
instances after inguinal repairs were 1, 3, 3, 5, 18, and 18 
months after non-strangulated cases and 2, 3, and 3 months 
after strangulated cases. This series under analysis was com- 
pleted in 1954, and there was no trace of this delayed reaction 
developing later than 18 months after operation. 


Nylon has been given a bad name for sinuses in some 
quarters, and this appears to be justified for braided 
nylon. This tendency for a high rate of sinus formation 
after the use of braided nylon has been noted in the 
closure of abdominal wounds, and for this reason, after 
trying it for a time, I completely abandoned its use in 
favour of monofilamentous nylon. 

Monofilamentous nylon appears to be a reliable suture. 


_TABis Vi-—BOWEL _RESECTIONS AND DEATHS 








Type of hernia az na eden ety) | Deaths (all causes) 
Inguinal: 
Stranuglated .. | 7 ae | 
Non-strangulated - 1 
eee ed | 15 6 
ti a | 
Non-strangulated “ee 0 
ye | 1 1 
trangulat a 
Non-strangulated 1 
Umbilical: 
Strangulated .. “4 5 2 
Non-strangulated oa $4 0 
Total 2 oat 28 (12%) 17 (15 strangulated) 
a S 63% 
Non-S 0-01% 








TABLE VII—PERSONAL SERIES OF INGUINAL REPAIRS 
(219 patients repaired more than 5 years, 76°, contacted) 














| Super- | Deep sepsis Discharg- 
Total | ficial | ing Recurrence’ Died 
se Immediate; Delayed hematoma 
253 | 1 | 1mono- | 1 braided | 1 mono- Rak 
filamentous (sutures filamentous) (1 brided (acute 
(sutures | removed) (sutures after _—=_— retention, 
| removed) | removed) | enormous prostatec- 
| 2 scrotal | recurrent tomy) 
| (monofila- | defect 
) | 61 
incised mentous | 
and after 
healed 


| hematoma) 


In this series, when it was used in 1000 repairs of all 
variety of herniz, sutures had to be removed on only four 
occasions to heal sinuses. Should the removal of mono- 
filamentous nylon be necessary, this is a simple matter 
owing to the ease with which it slides through the tissues 
compared with the great difficulty of excising a braided 
suture, which does not readily move along its track when 
pulled on. There was one recurrence associated with the 
removal of the sutures, an instance of hematoma following 
one of my own operations and leading to sinus formation 
in a wound which would not settle until the sutures were 
removed. 

Over 100 strangulated inguinal and femoral hernize 
were repaired with an immediate darn of monofilamentous 
nylon with no instance of nylon removal. Table 11 shows 
that monofilamentous nylon stood up well to sepsis after 
strangulation. Braided nylon produced 3%, of sinuses in 
the strangulated inguinal repairs. 


TABLE VIII—RETURNED RECURRENCES 
da 2181 repairs in 1973 patients by general surgical staff) 


1. | | 
After | After | After 











Type of hernia | No. | Recurrences wound | heme eating 
| sepsis ealing 
Inguinal 
Inguinal: | 
3 ited 118 | 3 (3:0%) 0 1 2 
Pi ons - anemnan 1671 | 6 (04%) 0 1 5 
emoral: | | 
Strangulated ee 88 1 (1-:0%) 1 | 0 0 
: Non-strangulated | 108| 0 o | 0 0 
: | 
Strangulated 13/ 0 0 0 0 
Non seranguleted | 80 |* 7 (90%) 4 0 3 
Strangulated | 16 | 2 (13-0%) 2 0 0 
Non-strangulated |} 87) 1(1:0%) 1 0 0 
20 (1:0%) 8 2 10 


Total .. ++ | 2181 | 


There is no justification for the method of ‘ * repairing ” 
strangulated cases with catgut initially and repairing the 
recurrences by sounder means, because wound troubles 
are more likely if catgut is used. This was shown in an 
analysis made by Moloney et al. (1950) of the comparative 
sepsis-rate in wounds contaminated with septic material 
in operations for acute appendicitis and sutured either 
with nylon or with catgut and shown in table v. The 
table apparently shows that infected wounds sutured with 
nylon heal better and discharge the sutures less frequently 
than do those sutured with catgut. Every substance used 
for suture can cause a sinus, steel and tantalum included; 
but other comparative figures are not available to match 
those for monofilamentous nylon, which in this series of 
herniz was responsible for 0-4% of sinuses. 


Comments on -Patients with Strangulated Hernia and on 
Deaths 

The number (12%) of necessary resections of bowel in 
strangulated herniz (table v1) shows that delay is as dan- 
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gerous as ever, and the absence of bowel resections in the 
elective group confirms again that the best time to treat a 
hernia is before it strangulates. The low incidence 
(6:3%) of deaths in the strangulated group is an index of 
satisfactory treatment but still re-emphasises the great 
danger of strangulation. In the elective group there were 
2 deaths, one pointing to the constant need for care in 
assessing the urinary system before attempting the repair 
of hernia in the elderly patient, and the other emphasising 
the danger inherent in the treatment of a large incisional 
hernia, this patient developing intestinal obstruction after 
the operation. 
Recurrence Rate 

5-Year Follow-up of Personal Series of Inguinal Hernia 

For the purpose of studying the incidence of recurrence 
I made a study of my own patients operated on in 1946-51 
(table vir), all patients being operated on more than 5 
years previously. All types of hernie were studied, but 
only the numbers for inguinal hernie were large enough 
to be profitable for conclusions. 

As is usual in such searches, it was found that several 
patients had emigrated overseas and others had died from 
causes unconnected with their hernia. Still other patients 
could not be traced. 

At the end of the search about 76% of 219 patients 
who had submitted to about 253 inguinal repairs were 
found and replied to the questions. All the patients had 
been seen at the hospital outpatient clinic 6 months after 
the operation, and from this source and from their replies 
there was nothing to suggest that any testicular atrophy 
or hydrocele had resulted from the operation. The only 
recurrent herniz which were traced by this survey and 
from a study of the patient’s notes after further visits to 
the hospital for follow-up for herniz or other causes were 
2 patients who were returned because of further trouble. 

(1) A man, aged 51, had both a direct inguinal hernia and 
a femoral hernia on the one side, and the repair did not settle 
well after the operation, the wound having the appearance, of 
a deep hematoma. The hardness was replaced by a mass which 
did not settle, and after a year a recurrence was evident. A 
bunched-up mass of monofilamentous nylon was excised at the 
site of the old haematoma, and a direct weakness was repaired 
with a further darn of monofilamentous nylon, and there has 
been no further trouble im the past 4 years. 

(2) A man, aged 83, had been operated on previously by 
one of my assistants for a massive inguinal hernia which had 
strangulated. Because of the poor state of the patient the 
repair was not thorough, and the hernia had recurred within 
3 months. The defect was huge, the contents of the sac being 
half the contents of the abdominal cavity, and the tissues were 
poor, the problems being more those of a large incisional 
hernia than of the usual inguinal hernia. Because of the 
recurring attacks of pain I decided to try to repair the defect, 
again braided nylon being used. All the ligamentous tissue 
below had shorn away, and the only remaining soft tissue below 
was muscle and fascia, into which I darned the nylon. Within 
5 months the patient had returned again with a huge defect. 
While we were wondering how to stem the bulge, the patient 
freed us of further anxiety on his account by rupturing his aorta. 

These two cases are the only traceable recurrences 
(0-8%) from the 253 inguinal repairs after 5 years. 

“* Return” Recurrences in General 

In the total series of 2181 repairs done in the 9 years 
from 1946-54 by the general surgeons and their staff in 
the United Oxford Hospitals—the recurrence-rate was 
studied by a search of follow-up notes and subsequent 
admissions because with such large numbers, an approach 
to each patient was impracticable. This incomplete 


assessment of the recurrence-rate was therefore made 
only on “returned” recurrences, but the figures are 
included for what they are worth (table vit). They do 
at least suggest that the low rate of “returns” after 
nylon-darn repairs in strangulated cases is a strong 
pointer to its potential usefulness in strangulation. Since 
patients are usually fairly sympathetic towards a surgeon 
who has initially saved their lives, if those patients develop 
recurrences they are less likely to go outside their own 
district for subsequent treatment; and, since the two hos- 
pitals concerned in this survey are the only ones serving 
the area, “‘ return ” and true recurrence-rates are therefore 
likely to coincide closely in this instance. 
Inguinal Repairs 

Of 1789 inguinal repairs 6 recurrences returned to us, 
including the 2 of my own. Of the 4 others, 2 were after, 
repairs by one of my house-surgeons, and, when I 
reoperated on both herniz, it was quite clear from the 
sites of the recurrence that the darns had been incom- 
pletely done at the medial ends of the inguinal canal—a 
common cause of recurrence. The Same remarks apply 
to the other 2 instances of recurrence, which were not 
under my care. 
Strangulated Inguinal Hernia 

There were 3 recurrences in 118 repairs, 1 being the 
recurrence already mentioned of the large hernia in the 
patient who finally ruptured his aorta. The 2nd recurrence 
followed a repair by a house-surgeon who had clearly not 
darned the canal adequately. The 3rd was that which 
followed a bloc-excision of a mass of tissue in the inguinal 
canal for removal of braided nylon and an accompanying 
sinus. 
Femoral Hernia 

From 108 repairs of non-strangulated femoral herniz 
there were no “ return” cases, and from 88 repairs of 
strangulated hernie there was only 1 “ return” recur- 
rence, which was consequent on sepsis. 


Incisional Hernia 

There was no “ return ” case after 13 repairs of strangu- 
lated herniz, but in 80 non-strangulated cases there were 
7% “return ” recurrences, in which the usual factors of 
sepsis, hematoma, obesity, and distension played a part. 
It was not always clear in what manner the nylon was used 
in these repairs. 

Umbilical Hernia (Adults Only) 

There were 13% “returns” in 16 patients. after 
strangulation and 1% in 8 patients after non-strangulation. 
Perhaps the stretching of the years will show more 
returns. 

Discussion 

MacLeod (1955) has clearly shown that excision of the 
sac either alone or with the addition of repair of the fascia 
transversalis is insufficient to give a lasting repair. Most 
operators who have analysed their results, or studied those 
of others, are convinced that some form of repair is 
necessary. 

The Bassini and the overlapping repairs with catgut 
which hope to unit the muscle to aponeuroses often 
succeed because the sac has been excised and the muscles 
of the canal are fairly satisfactory. But in too many the 
repair lasts only as long as the initial fibrosis induced 
by the catgut; and, when Nature removes in time most 
of the fibrosis, the thin remaining area of fibrous tissue 
and the muscles, which were stretched to allow approx- 
imation, give way. 
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Tanner (1942) says that an aid to any such repair is the 
relaxing of the muscle by an incision in the rectus sheath. 
When such repairs, either alone or with relaxing incisions, 
are accompanied by wide-biting and loosely applied 
unabsorbable sutures they become virtually a darn of 
interrupted stitches, and what virtue has been largely 
attributed to the relaxing incision may really be due to 
the presence of the unabsorbable sutures. 

The inclusion of some additional substance, be it 
heterogeneous or homogeneous, seems to aid a repair. 
Most substances have been used to stem insistent bulging 
of the peritoneal cavity: fabric materials, including silk, 
cotton, and linen; metals, including silver, gold, steel, 
and tantalum ; and plastics, including nylon, polyethylene, 
and ‘ Terylene ’. The homogeneous tissues of skin, fascia, 
peritoneal sac, and even bone have been included in the 
repairs; but the repair should be possible without resort 
to bone-grafts or, as recently reported, diced costal- 
cartilage graft. 

Douglas (1949) has shown that silk, cotton, and linen 
are all mostly absorbed by the tissues and lose their 
tensile strength to a great extent or completely after a stay 
in the tissues of 6 months. Of the metals, gold adds to 
the expense but, if properly tested, might prove just the 
thing for those who can afford it; and silver effects a good 
repair, as Cole (1941) has shown, though it irritates the 
tissues and does not always stand up well to sepsis. 
Tantalum as a braided metal is difficult to use and becomes 
fragmented, as Ascroft (1952)-has shown. Stainless steel 
is undoubtedly the best and least irritating of the metals, 
and has been advocated by Abel and Hunt (1948). It 
may cause a sinus when used in abdominal-wall incisions 
and may give trouble occasionally from broken ends. 
Mr. Abel, who has used it in the repair of abdominal 
wounds and herniz for 10 years, tells me he has occa- 
sionally had “‘ broken-end ” trouble in the repair of 
ventral incisions but has not had a sinus or “ broken-end ” 
trouble in the repair of an inguinal hernia. In his careful 
and capable hands the darn with steel has shown only 1 
“return ” case. Shouldice (1953) and Ryan (1953) have 
latterly used steel but have not yet produced a long-term 
study of cases in which steel alone has been used. 

All available homogeneous tissues have been used. 
Skin gives occasional dermoid-cystic troubles, is tedious to 
handle, and is not especially notable in producing a low 
recurrence-rate. Most surgeons have stopped damaging 
the thigh to secure fascia to repair the abdominal wall. 
The McArthur operation will provide, some have argued, 
enough fascia for a repair in those patients in whom no 
repair is necessary; and, for the repair of large hernie in 
the inguinal region and for ventral and femoral herniz, 
the external oblique fascia does not provide a sufficiency 
of strips. Some doubt the permanency of fascia, and a 
study of the results with fascia has not shown an out- 
standingly low recurrence-rate. 

My general impression about the repair of herniz is 
much the same as is the engineer’s about the problem of 
containing stresses—that the concrete of fibrosis is more 
liable to fracture and give way under stress than is a 
reinforced concrete of fibrosis plus an included permanent 
framework. 

So long as the sutures of a darn are laid loosely they 
will act as a reinforcement in this way. The tissues stand 
up well to short-acting intermittent stresses and pressures, 
as the soles of the feet illustrate, and the untaut sutures 
of a darn will not cut out of their fibrous tunnels so long 


as the strains are not continuous, which is not more likely 
to happen to the inguinal region than to the palmsand soles. 

After comparing these present results with others 
published I believe that the non-porous, pliant, and perm- 
anent plastic is better than the porous and impermanent 
silk, and is equal to, and may be better than, the more 
tedious, rigid, and fragmenting steel. 

The persistent sinus calling for suture-removal needs 
comment. It.may occur with any substance introduced 
into the tissues, even with the patient’s own tissues after 
sepsis. But a persistent sinus must be regarded as only 
one complication after a hernia operation and as some- 
thing less than the complete failure of recurrence. In 
the case of a repair with monofilamentous nylon it is a 
complication easily put right, sometimes in the outpatient 
department with a hook or forceps. Since granulation and 
healing can go on around nylon sutures, any sinus should 
not be disturbed for at least 2 months. 

Of the 4 instances of persistent sinuses from which it 
was necessary to remove monofilamentous nylon the 
cause in 2 was that the layer used to suture the external 
oblique had worked free owing to sepsis and lay in an 
abscess cavity, the underlying darns being intact, where- 
fore they were not disturbed; in the 3rd instance a hama- 
toma of the wound had caused the whole darn to become 
loose and lie in an abscess cavity (a case described earlier) ; 
and in the 4th instance thread as well as nylon had been 
used in the darn, and which suture was chiefly responsible 
was not clear, because the whole of the disturbed tissue 
was excised in one block. These sources of trouble were 
countered as follows: since the external oblique aponeur- 
osis does not add any strength to a repair except in an 
overlapping procedure, shown by the way in which inter- 
stitial herniz bulge freely beneath an intact external 
oblique, I now suture this layer with catgut which, if it 
causes a sinus, usually comes away sooner than does 
nylon; a large hematoma, which can destroy any repair, 
calls for no further comment; and it is probably preferable 
to darn with one material at a time. 

In my total experience over 12 years with monofila- 
mentous nylon in the repair of hernix, in public and in 
private patients, I have found it necessary to remove the 
whole darn, in addition to the case of hematoma cited 
above, once for an inguinal hernia and once for a femoral 
hernia. Neither of the latter recurred. 

If the recurrence-rate in my own sefies of inguinal 
repairs by a nylon darn (0-8%) is added to the rate of 
sinuses after monofilamentous repairs for the general 
series (0-4%), the total failure-rate is 1:2%, which is as 
good, if not better, for a 5-year figure as any result by 
any other material or method that I can trace. 


Brief Technical Details 


Shaving of the hair but no other preparation until the time 
of operation. Iodine skin antiseptic, removed by spirit to 
stop a rash. Skin-crease incision, one medially placed crease 
incision for bilateral repairs. After sac excision the cremaster 
muscle is not sutured. Plication only of the bulge in the lesser 
direct herniez. Repair of the fascia transversalis at the neck 
of the cord in direct and indirect herniz and at the orifice of a 
direct hernia. 

The darn is made with no. 7 in two layers, either in parallel 
lines or in stay-lacing fashion or any pattern desired, so long 
as no large gaps remain. Details are given by Moloney et al. 
(1948), who set out the requirements for any darn or lattice. 

The external oblique, for reasons given earlier, and because 
it plays no part in the strength of the repair, and because 
nylon in the external oblique aponeurosis is readily palpable 


eT Ps Cea PE eee ee 


ae eee 








278 ORIGINAL 





THE LANCET 


ARTICLES 





in the tissues though not in the darn beneath the external 
oblique, is closed with catgut. The fat is closed with fine 
nylon or with fine catgut, and the skin by your own favoured 
method, my own being clips. 

Femoral hernie are repaired from below where possible by 
a J-shaped needle carrying no. 7 nylon, 3 or 4 sutures being 
inserted through Cooper’s and Poupart’s ligaments. The 
medial sutures are tied firmly, but the lateral ones are tied 
loosely because the femoral vein must not be occluded. 
When the darning is done from above, the inguinal canal is 
also darned. 

Vental hernie are repaired by cutting away all the fibrous 
tissues of the sac until one reaches the sound edges of the 
aponeurosis. These are approximated in the usual way with 
over-and-over stitches, and a darn is laid on top of the first 
layer, the sutures being carried out wide of the main suture 
line. 

My usual practice after operation is to get the patient up 
on the same day if the operation is done early that day, other- 
wise the next day. The patient may go home from the 3rd 
day onwards, depending on personal needs, but the usual 
time for discharge is 5~7 days, the “ hospice ”’ aspect of “‘ hos- 
pital’ not being entirely overlooked. I do not order routine 
physiotherapy, using it mostly where special needs dictate, 
though many of my patients are included in the mass ward- 
drill for postoperative patients. 

The patient may do light work as soon as he feels like it, 
usually 2 weeks after operation, and 1 month after operation 
he may do any work or join a weight-lifting club. 


Summary 

A personal series of 253 inguinal hernize repaired with 
a nylon darn and surveyed more than 5 years after the 
last operation, with a 76% follow-up, revealed 2 recur- 
rences (0:8%). 

A series of 2181 abdominal herniz repaired with nylon 
sutures by the general surgeons and their staff in the 
Radcliffe Infirmary and Churchill Hospital in Oxford 
have been reviewed from the aspects of sepsis (immediate 
and delayed), sinuses, hamatomata, and “ returns ” 
with recurrence. 

Both monofilamentous and braided nylon were used, 
each in about 1000 instances, with no apparent difference 
in the soundness of the resulting repairs. 

Both varieties of nylon reacted well to immediate sepsis 
and needed removal for that reason in only 1 in 1000 
repairs, for each variety. 

Both varieties showed about the same number of 
sinuses ufter sepsis and hematomata (21 braided, 19 
monofilamentous), but the subsequent healing differed 
considerably. With braided nylon the 21 sinuses required 
removal of the nylon in 17 instances, whereas with the 
monofilamentous nylon 19 sinuses required removal of 
sutures in only 4 instances. 

The cause of many of the sinuses and of the need 
for removal of the nylon was a delayed reaction seen 
almost entirely with the braided variety (in inguinal and 
femoral herniz only, 10 braided to 1 ( ?) monofilamentous), 
which comes on 1-18 months after the insertion of the 
sutures and may be more of a foreign-body reaction than 
sepsis. 

“Return” recurrences for the different varieties of 
abdominal herniz are analysed. 

A darn of monofilamentous nylon is easy to insert at 
operation, reacts well to primary sepsis, has a negligible 
“‘ delayed ” reaction, provides a sounder and more per- 
manent repair than most, being bettered by none, and is 
recommended as a good method for all varieties of herniz 
whether strangulated, non-strangulated, or recurrent. 


I am grateful to my general surgical colleagues, Mr. D. A. 
Abernethy, Mr. D. C. Corry, Mr. A. E. Elliot Smith, and Mr. 
A. S. Till, for allowing me to study the notes of patients who were 
under their care; and to the registrars and house-surgeons who did 
many of the 2000 repairs. This study would not have been possible 
without the secretarial help granted by Prof. T. P. Kilner and paid 
for by the University of Oxford; and to Mrs. J. Piper, who gave that 
invaluable secretarial aid, I am especially grateful. 
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THE hypoglycemic action of the sulphonylureas is well 
established and much experience has been gained in their 
clinical application; but, so long as there is doubt about 
their mechanism of action, there will be hesitation in 
recommending their widespread or uncontrolled use. 

In the study of the action of any hypoglycemic agent 
it is important to know: (1) the effective range of blood 
levels; (2) how long an adequate level is maintained; 
and (3) the proportion of the body volume in which the 
drug is distributed. 

Pharmacological Studies 

The blood-level of carbutamide stated to be effective 
is 6-8 mg. per 100 ml. (Quattrin et al. 1956) and of 
tolbutamide 8-18 mg. per 100 ml. (Baird and Duncan 


TABLE I—RATES OF FALL OF LEVELS OF CARBUTAMIDE IN BLOOD AND 
OF TOLBUTAMIDE IN PLASMA IN NORMAL SUBJECTS AND DIABETICS 

















Hours after Blood-carbutamide Plasma-tolbutamide 
3 g. of drug (8 subjects) (6 subjects) 
by mouth (Mg. per 100 ml.) (Mg. per 100 ml.) 
4 14:5* 30-5 
(12-0-16°5)t (20-9-33-4) 
12 _ ¥ 
(2-2-11-0) 
24 10-4 “ 
(8-8—11-6) (0-7-3-6) 
48 ! 0-2 
(5-8-9-4) (0-0-0-9) 
72 . Nil 
| (6-6-3-6) 
96 3-1 
(2-0-4-7) 
Mean half-life (hr.) 40-0 35 
* Mean. t Range. 
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1957). Our clinical data are in agreement with these 
statements. The times for which adequate levels of 
these two sulphonylureas are maintained are shown 
in table 1. It is apparent that within 12 hours the 
level of tolbutamide has already passed its peak and 
becomes barely effective, whereas an effective level of 
carbutamide persists more than four times as long. If 
such data are plotted on a semi-log scale for individual 
patients, the biological half-life of each drug can be esti- 
mated (fig. 1). In this example the half-life of tolbutamide 
was about 4 hours and that of carbutamide about 33 hours. 

By extrapolating the straight lines shown in fig. 1 to 
zero time the theoretical initial levels of these drugs can 
be derived. Since the dose of each drug was 3 g., it was 
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Fig. 1—Rate of disposal of carbutamide and of tolbutamide from 
the blood. 

The theoretical initial level of each drug in the blood was obtained 
by extrapolation of the line representing the rate of decrease of the 
blood levels on a log scale. Here the blood levels are recorded on a 
log percentage scale, so that the half-life can be readily assessed. 


calculated that carbutamide and tolbutamide were diluted 
in 23-8 and 13-1 litres respectively at zero time. This 
corresponds to 32% and 17:5% of the bodyweight. These 
calculations were made on the assumption that the drugs 
were completely absorbed: the amounts excreted during 
the process of absorption have been disregarded. A similar 
volume of distribution was calculated when sodium car- 
butamide 0-5 g. was administered intravenously to an 
anuric patient. 

Similar studies of blood-tolbutamide levels in twelve 
other patients showed that tolbutamide could be regarded 
as being distributed in a volume representing 15-25% 
of the bodyweight, which corresponds well to the volume 
of the extracellular fluid. These results are in good 
agreement with those of Wick et al. (1956) using radio- 
active-labelled tolbutamide in nephrectomised eviscerated 
rabbits and with those obtained by Quattrin et al. (1956) 
for carbutamide. 

The restriction of tolbutamide to the extracellular 
compartment in man has been confirmed in this study by 
separate measurements of its levels in whole blood and 
plasma (table 11). These results did not exclude the 


TABLE Ti—8ATIO OF TISSUE TO PLASMA LEVELS OF SULPHONYLUREAS 





Ratio Level in tissues or C.s.F. (mg. per 100 g.) 


Sulphonylurea Level in plasma (mg. per 100 ml.) 

















| 
Human erytrocytes | Rat liver | lepinal Bac 
| In vivo In vitro | In vivo | In vitro | 
Tolbutamide | 008 0-02 0-32 0-23 0-00 


Carbutamide 0-02 0-02 0-27 0-12 


possibility that the drugs were preferentially concentrated 
in certain body tissues, such as the liver. Accordingly the 
levels of these sulphonylureas (tolbutamide and car- 
butamide) in the liver and the plasma of rats ‘were 
compared (table 11). 

If the sulphonylurea had been concentrated within the 
liver, the ratio of the level in this tissue to that in plasma 
would have been greater than 1. In fact the ratios were 
considerably less than 1. Incubation of surviving cells 
(rat liver, human erythrocytes) with the drugs in vitro 
yielded similar results (table 11). 

Although tolbutamide appeared to be distributed in the 
extracellular fluid, the results of a single trial indicated 
‘the existence of a blood-brain barrier. In this study no 
tolbutamide was detected in normal cerebrospinal fluid 
2 hours after the administration of 2 g. by mouth, when 
the level in the plasma was 24 mg. per 100 ml. 


Estimations of Plasma-tolbutamide 

When plasma levels of the sulphonylureas are measured, 
it cannot be assumed that only the therapeutically active 
form is being estimated. In fact Quattrin et al. (1956) 
found that up to 20% of carbutamide in human blood was 
in the inactive acetylated form, and, using the method 
described below, we have shown that 24 hours after a 
single oral dose of the active drug 10-28% of tolbutamide 
occurs in plasma as the inactive carboxylic ester. 


Measurement of Ratio of  Carboxytolbutamide to 
Tolbutamide 

A sample of carboxytolbutamide was prepared from several 24-hour 
collections of urine passed by patients receiving large doses of 
tolbutamide. This compound was precipitated by acidifying the 
urine to pH 1 and allowing it to stand for 12 hours. The white 
crystalline precipitate was filtered off and then purified by redissolv- 
ing in ethanol, concentrating at room temperature, and then pre- 
cipitating by seeding. This was repeated twice. The melting-point 
of the product was 215°C, which is that of carboxytolbutamide 
(Louis et al. 1956). 
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Fig. 2—Proportions of tolbutamide and carboxytolbutamide in 
mixtures of these compounds. 
Ratio of readings on ultraviolet spectrophotometer at 237 my to 
those at 228 my are given on the ordinate, and the correspon 
proportions of tolbutamide and carboxytolbutamide on the abscisse. 
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Fig. 3—Levels of carbutamide and sugar in the blood of the anuric 
pati given sodi carbutamide 0:5 g. intravenously at time 0. 





The maximum absorption of tolbutamide in alcohol took place at 
228 my (measured with a ‘ Unicam SP 500’ spectrophotometer), and 
that of carboxytolbutamide in alcohol at 237 mu. Equal weights of 
tolbutamide and of carboxytolbutamide were dissolved in identical 
volumes of ethanol. Mixtures of these two solutions were then made 
in nine different proportions. The spectrophotometric absorption of 
the mixtures and of the two pure solutions was then read at 228 and 
absorption at 237 


1 
absorption at 228 was then calculated for each 


237 my, and the ratio 


of them. 

When this ratio was plotted against the proportional levels of 
carboxytolbutamide and of tolbutamide, a straight line was obtained 
(fig. 2). In the case of tolbutamide alone the ratio was 0-656 and in 
the case of carboxytolbutamide alone it was 1-08. Intermediate ratios 
correspond to proportions of these two compounds which can be 
read off the figure. In this way the proportion of carboxytolbutamide 
in blood and urine specimens was determined. 


Excretion of Tolbutamide 

The plasma level of sulphonylurea depends not only on 
the rate of its metabolic change in the body but also on 
its excretion. The route of excretion is probably entirely 
renal. 

This was illustrated by some observations on an anuric 
patient, in whom the blood level of carbutamide remained 
practically constant during the 50-hour observation period 
following intravenous injection of sodium carbutamide 0-5 g. 
(fig. 3). It proved impracticable to calculate the renal clearance 
of tolbutamide because of the variable blank values obtained 
in separate specimens of urine, the high proportion of the 
carboxy derivative in the urine, and an unknown proportion 
of tolbutamide bound to plasma-proteins. Nevertheless an 
indirect assessment of the kidney’s action on tolbutamide 
was obtained by following the rate of its disappearance from 
the plasma under a variety of circumstances affecting the 
kidney (table m1). 

In two non-diabetic patients with considerable impairment 
of glomerular filtration, estimated by the clearance of endo- 
genous creatinine, there was only a small reduction in the rate 
of disappearance of tolbutamide from the plasma compared 


with the mean rate in six normal subjects. On the other hand, 
probenecid (‘Benemid’), which affects tubular transport 
mechanisms, slowed the rate of disappearance considerably. 
Sodium bicarbonate 20 g. did not appreciably accelerate the 
rate of disappearance of tolbutamide from the plasma in a 
single normal subject. 

We conclude that renal tubular transport is important 
in the excretion of tolbutamide, as might indeed be 
inferred from the fact that the proportion of tolbutamide 
to carboxytolbutamide is several times greater in the 
plasma than it is in the urine. 


Mode of Action 


On reviewing the published work of others, there 
remain two plausible explanations of the mode of action 
of the hypoglycemic sulphonylureas. 

(1) The first is that they stimulate the release of insulin from 
the pancreas. This hypothesis accords with the fact that in 
pancreatectomised patients the sulphonylureas do not have a 
hypoglycemic effect. In fact the type of diabetic that responds 
best is precisely the type that does not lack insulin—as shown 
by plasma-insulin assays and extraction ‘of insulin from the 
pancreas post mortem (Wrenshall and Best 1956). The work 
of Ashworth and Haist (1956), on beta-cell hyperplasia induced 
by the sulphonylureas, and of Loubatiéres (1955) and Colwell 
et al. (1957), showing the increased efficacy of these compounds 
when infused into the pancreaticoduodenal artery of dogs, 
support this explanation. Pozza et al. (1956) demonstrated an 
increase of hypoglycemic activity in blood containing tol- 
butamide perfused through the pancreas of dogs. 

A hypothesis with similar implications is that the main 
action of the hypoglycemic agent is the inhibition of insulinase 
(Mirsky et al. 1956), but more recent work has indicated that 
the blood-tolbutamide concentrations obtained in clinical 
practice have no anti-insulinase action (Vaughan 1956), and no 
effect has been noted on the rate of destruction of insulin 
labelled with "I (Wick et al. 1957, Volk et al. 1957). 

(2) The second main explanation is that hypoglycemia 
results from a decreased glucose output from the liver. Much 
work supports this theory, including studies in man of the 
reduced conversion of fructose and galactose to glucose 
(Renold et al. 1956), which normally takes place in the liver 
and direct measurements of the hepatic output of glucose by 
catheterisation of the hepatic vein in dogs (Anderson et al. 1956, 
Purnell et al. 1956) and man (Recant and Fischer 1957a). 

The explanation offered at one time by German workers that 
tolbutamide inhibits the production of glucagon by the alpha- 
cells of the islets of Langerhans is now no longer supported by 
the Germans themselves (von Holt et al. 1956, Ferner and 
Runge 1956), and it certainly does not account for the refrac- 
toriness of alloxan diabetes to the hypoglycemic action of the 
sulphonylureas. Most workers agree that glucagon and 
adrenaline still produce their typical hyperglycemic action in 
the presence of thése hypoglycemic agents (Franke and Fuchs 
1955). 

Other hypotheses, such as those involving actions on the 
pituitary, adrenal, or thyroid glands (Mortimore et al. 
1956) or on absorption of food from the intestine 
(Friedlich et al. 1956), or on the renal threshold for 


TABLE III—RATE OF DISAPPEARANCE OF TOLBUTAMIDE FROM PLASMA IN VARIOUS CIRCUMSTANCES 





Plasma-tolbutamide (mg. per 100 ml.) 








Patient with Patient with Patient with Setall 
Hours after | Normal hypertension chronic nephritis gout Normal receivi 
ingestion of subjects _— (glomerular receiving receiving 20 of NaHCO 
tolbutamide 3g. | (mean of 6) | filtration-rate tration-rate probenecid probenecid Gates pH: 7°8) , 
| 52 ml. per min.) 38 ml. per min.) z 
4 30-5 29-6 20-9 27-1 32-6 246 
12 5-2 11-2 — — — 3-0 
24 1-4 | 39 5-7 10-3 12:8 0-8 
48 0-2 1-4 2-2 62 8-0 Nil 
72 Nil Nil Nil 5-0 6-4 _ 
| 
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glucose, have failed to explain the main: hypoglycemic 
effect. 

As well as the supporting papers cited, the large 
literature on this subject contains much to counter each 
of the two main theories of the mode of action. For 
instance, many studies have failed to produce evidence 
of increased utilisation of glucose (Recant and Fischer 
1957b), such as would be expected from a stimulus to the 
production of insulin; and, on the other hand, tolbutamide 
has been shown to lower the blood-glucose in hepatec- 
tomised rats and dogs (Dulin and Johnston 1957). 

In the absence of any single generally acceptable theory 
we thought it probable that more than one type of 
hypoglycemic action may occur in one person. The 
assessment of the relative importance of such hypo- 
glycemic mechanisms was then our main task. In this 
it was critical to obtain evidence that the sulphonylureas 
have an insulin-like action which would favour the view 
that insulin is potentiated or its production stimulated; 
and it was important to try to separate an effect on the 
production of glucose by the liver in the fasting state from 
an effect on the metabolic processes of absorbed carbo- 


TABLE IV-——-RESULTS OF GLUCOSE-TOLERANCE TESTS WITH AND WITHOUT 
TOLBUTAMIDE IN STABLE DIABETES 





| | Conened G-T.T. | G-TT. 3 hours 

_— without after 
tolbutamide | administration of 
tolbutamide 3 g. 





% Fall in fasting venous blood-sugar | 25-6 (15) 
Mean ney ape blood-sugar | 12-8 (13) | 14-0 (15) 
difference (mg ms. per 100 00 mi.) ; 
% Fall in cones phorus 9-9 (13) 12° oada’ 
% Fall in serum-potassium 9-6 (9) 8. “1 (7) 
I 
Numerals in parentheses ind. ber of p from whom the mean 








was derived. 


hydrate. Studies of our clinical material, which consisted 
of two contrasting types of diabetics, helped to provide 
information on both these aspects. iy 


Clinical Studies 
GROUP 1 

The first group consisted of thirteen diabetics selected 
because they were likely to show a good hypoglycemic response 
to the sulphonylureas, and in the event each did. They were 
older stable diabetics with no tendency to ketosis, of whom 
none was grossly overweight, and some were under average 
weight. The investigation of this group was planned to seek 
evidence of any hypoglycemic action attributable to the 
release of insulin following the administration of the initial 
dose of tolbutamide. We, like Goetz et al. (1956) and Mirsky 
et al. (1957), considered that the initial action of tolbutamide 
might be mediated mainly by the release of insulin, but that, 
after long-continued administration, the hypoglycemic effect 
was less likely to be attributable to increased production of 
insulin. We therefore repeated the study of the effects of a 
test dose of tolbutamide after it had been administered con- 
tinuously for several weeks or months in 4 of the patients. 


Method of Investigation 

The trial was planned to use the diabetic patient for bioassay of 
insulin by measuring changes which could be regarded as typical of 
the known actions of the hormone: (1) an increased difference 
between capillary and venous blood-sugar levels (method of Nelson 
1944, Somogyi 1945); (2) a fall in the level of inorganic phosphorus 
in the serum (method of Fiske and Subbarow 1925); and (3) a fall in 
the serum-potassium level (Internal Standard flame photometer) 
during an oral glucose-tolerance test. Control data were obtained 
by measuring these changes in the patient while on no treatment 
during a glucose-tolerance test lasting 2} hours after the administra- 
tion of glucose 50 g. by mouth. The test data were obtained by 
repeating the procedure 3 hours after tolbutamide 3 g had been given 
by mouth. The six samples of venous blood obtained in each case 
were collected, when feasible, without using a tourniquet, and both 
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Fig. 4—Response of blood-sugar, measured at three different times 
of the day, to carbutamide in a “ brittle ” diabetic. 

Blood-sugar levels were measured fasting ( @), 3 hr. after lunch, 
and 2 hr. after supper. On treatment with carbutamide the fasting 
blood-sugar, previously the highest in the daily range, became the 
lowest. Patient was a man, aged 25 and weighing 55 kg., on a 2000- 
calorie diet. 





venous and capillary blood-sugar levels were estimated in duplicate. 
Care was taken to avoid hemolysis in the specimens used for esti- 
mating inorganic phosphorus and potassium. 
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Here too the fasting blood-sugar (@) became the lowest in the 
daily range during the administration of tolbutamide, although 
previously the fasting blood-sugar level was usually highest in the 
daily range. Patient was a man, aged 43 and weighing 54-5 kg., on a 
2000-calorie diet. 
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Fig. 6—Response of “ brittle” diabetes to tolbutamide shown by 
fasting blood-sugar level (@) in a woman, aged 31 and weighing 
43-6 kg., on a 2200-calorie diet. 


fasting venous blood-sugar level 3 hours after administration 
of tolbutamide 3 g., compared with that on the day of the control 
glucose-tolerance test, was 25-6%. The remaining data can 
be used to indicate whether this fall was due to the action of 
endogenous insulin. Thus the mean difference between 
capillary and venous blood-sugar levels in specimens drawn on 
six occasions in each glucose-tolerance test was 12°8 mg. per 
100 ml. in the control glucose-tolerance tests and 14 mg. per 
100 ml. in the tolbutamide glucose-tolerance tests. The 
capillary/venous difference in the control test suggests that these 
diabetics did not totally lack insulin, but tolbutamide did not 
significantly increase the difference between capillary and 
venous blood-sugar levels as would have been expected with 
increased action of insulin at the periphery. The lack of any 
significant increase in the fall of serum-inorganic-phosphorus 
after administration of tolbutamide (12:7% compared with 
9-9% in the control, p=0-4) also shows no evidence of any 
increased action of insulin at the periphery. The failure to 
find any significant increase in the fall of serum-potassium 
after administration of tolbutamide is in keeping with the other 
data indicating no increase of insulin effect. 


Studies on these stable diabetics confirmed that the main 
action of tolbutamide was on the fasting blood-sugar level. 
The shape of the glucose-tolerance curves and the timing of 
the fall of serum-inorganic-phosphorus and serum-potassium 
were not affected. Plasma-tolbutamide levels obtained during 
the tests were as high as 32 mg. per 100 ml. When the tol- 
butamide-tolerance test was repeated after several weeks or up 
to more than 2 months in four patients, the fasting venous 
blood-sugar level was even lower than in the first tolbutamide 
test, but there was no tendency towards greater capillary/ 
venous blood-sugar differences or a greater fall in serum- 
inorganic-phosphorus, 

GROUP 2 

The second group consisted of fifteen diabetics selected 
because they were typically unstable or “ brittle”. They were 
known to show wide variations betwen ketosis and hypo- 
glycemia and were all young or middle-aged adults. None 
was obese. The daily insulin dosage extended from 48 to 124 
units (mean 78 units) in different patients. Six of the fifteen 
had renal glycosuria, the renal threshold for sugar being about 
140 mg. per 100 ml. or lower. This had doubtless contributed 
to the brittleness of the diabetes because of the tendency to 
assess insulin dosage on qualitative tests for urinary sugar. 

The study was designed to answer the following questions: 
(1) Would the sulphonylureas decrease the requirement for 
insulin? (2) Would they make the diabetes more stable? 
(3) Would brittle diabetes react differently from mild stable 
diabetes ? 


Method of Investigation 

All except two of the fifteen were admitted to the ward but were 
ambulant. They were given a diet of constant calorie value and 
then stabilised on insulin alone. Capillary blood-sugar levels were 
measured in duplicate by the Nelson-Somogyi method at 8 A.M., 
4 P.M., and 8 P.M. for a control period of 3 to 20 days. The times 
at which blood samples were collected represented fasting, 3 hours 
after lunch, and 2 hours after supper. Total daily sugar excretions 
were measured (Somogyi 1941). Carbutamide or tolbutamide was 
then added to the regime in two daily doses. The quantity given 
was usually 3 g. on the first day, 2 g. on the second day, and then 
1-2 g. daily for maintenance. The estimations of sugar in the blood 
and in the urine were then continued for 3 to 16 days. These results 
were then compared with those obtained in the control period. 


Results 

Although many of the patients were well balanced in the 
control period, with blood-sugar levels within the normal 
non-diabetic range, in no case did carbutamide or tolbutamide, 
when added to the regime, induce clinical hypoglycemia. The 
blood-sugar levels were not in fact significantly lower when 


TABLE V—BLOOD-SUGAR LEVELS BEFORE AND DURING SULPHONYLUREA THERAPY IN BRITTLE DIABETES 

















ad. | Calecies Dose of Time Control Carbutamide 
no. | in diet = Blood Bleod-cager 
| | (units) test (mg. per 108 ml.) S.D. (mg. per 1 ml.) $.D. 
cr 1800 80 8 A.M. 174 (7) 66-0 110 ¢ 46-0 
4 P.M. 108 (6) 58-0 114 (5 34:5 
8 P.M. 136 (6) 62-0 38 ¢ 62-0 
aia 2500 84 8 A.M. (5) 99-0 99 (3 11-5 
4 P.M. 182 2 101-5 169 (3 37-0 
8 P.M. 251 (5 135-5 203 (3 24-0 
3 1800 56 8 A.M. 122 (3) 49-0 166 (5 31-0 
4 P.M. 139 (2) 148 (3 13-0 
8 P.M. 178 (3) 35-0 194 (3 : 18-0 
Tolbutamide 

4 2000 48 8 A.M. 170 (6) 28-0 163 (3) 16-0 
4 P.M. (4) 32-0 183 (3) 10-5 
8 P.M. 132 (5 16-0 217 (3 18-0 
5 2700 124 8 A.M. 129 (4 30-0 117 6 21-0 
4 P.M. 122 (3 29-0 106 (3 11-0 
8 P.M. 171 (3 42-0 161 (3) 17-0 
6 | 2000 80 | 8 A.M. 94 (3) 16-0 91 (4) 8-0 
} 3 P.M. 109 (4) 20-5 90 (4 11-0 
8 P.M. 124 @ 16-0 115 (4 12-0 
7 1600 48 8 AM. 253 (2 185 (9 36-0 
3 P.M. 159 (4) 40-0 168 (7) 26-0 
8 P.M. 217 (6) 48-5 216 (8) 37-0 

- 1800 110 8 A.M, 89 (3) 10-5 96 (3) 6 
4 P.M. 09 (3) 37-0 (3) 5-0 
8 P.M. 120 (2) 119 (3) 13-0 
9 2000 56 10 30 A.M. 115 (6) 28-0 127 (20) 33-0 
3.30 P.M. 114 (6) 23-0 128 (16) 35-0 














: Numerals in parentheses indicate number of determinations used in calculating mean. 
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these hypoglycemic agents were given, except for the fasting 
blood-sugar level in six of the eleven cases in which suitable 
data were obtained. Three such cases are illustrated in figs. 4-6. 
Some patients had their lowest blood-sugar at 8 A.M. in the 
control period and thus could not show the sort of change 
illustrated in these three figures. Since the fasting blood-sugar 
level of a diabetic is determined by the hepatic glucose output, 
we conclude that carbutamide and tolbutamide lowered the 
fasting blood-sugar level in some of these brittle diabetics by 
significantly decreasing the output of glucose from the liver. 

The stability of nine of these diabetics has been analysed by 
comparing the standard deviations from the mean blood-sugar 
levels at three different times in the day in the control period 
and when receiving carbutamide or tolbutamide. The results 
are shown in table v. There was a decrease in the standard 
deviation from the mean blood-sugar level at each of the three 
different times in the day when taking the hypoglycemic agent 
except in one patient, and no significant change at one of the 
three times in one other patient. It is concluded that tol- 
butamide and carbutamide lessened the variations in blood- 
sugar levels in eight of nine of these brittle diabetics, and this 
happened not only in the fasting state but also in the 2-hour 
and 3-hour postprandial states. In only one instance did this 
increased stability offer any easily apparent clinical advantage. 

The daily excretions df sugar, compared with the corres- 
ponding blood-sugar levels, do not suggest that tolbutamide 
and carbutamide significantly altered the renal threshold for 
glucose. No toxic effects of any kind were seen in these groups 
of diabetics during treatment. 


Conclusions 

_ Since administered insulin was not rendered more 
effective by carbutamide or tolbutamide, except possibly 
in the fasting state, we think it unlikely that these drugs 
inhibited the destruction of the insulin given. The results 
are consistent with the theory that the drugs inhibited 
output of glucose by the liver. Although the brittle 
diabetics were not of the type usually thought to respond 
to the sulphonylureas, and fell indeed into the category 
of diabetics probably lacking insulin of their own, 
nevertheless both carbutamide and tolbutamide lowered 
the fasting blood-sugar in six out of eleven patients and 
decreased the variations in blood-sugar levels in eight 
out of nine. These actions are therefore unlikely to be 
attributable to any stimulus to production of insulin. 

In conclusion, sulphonylureas appear to decrease to an 
important extent the hepatic output of glucose in both 
stable and the contrasting unstable diabetics. Our data 
do not exclude the possibility of a stimulus to the secretion 
of insulin, particularly if sulphonylureas were to have 
more effect on the action of insulin on the liver than else- 
where, as has been suggested by Frawley et al. (1957), but 
our data did not yield evidence to support this. 


Summary 

Tolbutamide was distributed in a volume corresponding 
to 15-25% of the bodyweight, equivalent to the extra- 
cellular fluid, and carbutamide had about double this 
volume of distribution. 

Carbutamide persisted in the body more than four 
times as long as tolbutamide, which should therefore be 
given at least twice a day. 

Up to 28% of “ tolbutamide ” estimated in plasma was 
found to be in the form of its physiologically inactive 
carboxylic ester. 

Clinical studies of the kidney’s action on tolbutamide 
are reported. 

Explanations of the mode of action of the sulphonylureas 
are reviewed briefly, and studies of their action in a group 
of stable and a group of unstable diabetics are reported. 


We conclude that the sulphonylureas significantly reduced 
the output of glucose from the liver in both groups of 
diabetics and that they decreased the variation in the 
blood-sugar of most of the unstable ones. 

No evidence of incréased secretion of insulin was 
obtained. 

Valuable assistance from Dr. W. T. Strauss, of Arbroath Infirmary, 


ital, and from the patients themselves is gratefully 
iochemical assistance was given by Miss J. Peters, 


Hill is thanked for his support in this work. The British Insulin 
Manufacturers supplied the carbutamide and tolbutamide. 
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THE F@TAL LOSS IN PREGNANCY 
TOXAMIA 


T. B. FitzGERaLp 
D.S.C., M.B. Birm., F.R.C.S.E., M.R.C.O.G. 
CONSULTANT GYNACOLOGIST 
A. D. CLIFT 
M.B. Manc. 
LATELY SENIOR HOUSE-SURGEON 
ASHTON-UNDER-LYNE GENERAL HOSPITAL, LANCS 

THOUGH pregnancy toxemia still carries a serious risk 
for the mother, we can now, without increasing that risk, 
give more consideration to the fate of the baby. The loss 
of child life from this cause remains very great. 

In a review of 819 cases of toxemia in the hospital for 
the past five years it has proved quite easy to separate 
out 72 in which stillbirth or neonatal death was mainly 
or entirely due to the toxzemic process. Clinically these fell 
into four groups : 

Group 1: intrauterine death. 

Group 2: accidental hemorrhage. 

Group 3: intrapartum death. 

Group 4: neonatal death. 

“ Intrauterine death” includes only death of the feetus in 
utero before the onset of labour and not as a result of accidental 
hemorrhage. 

Table 1 shows the numerical distribution in these 
groups. This simple breakdown brings out the importance 
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TABLE I-—-LOSS OF FETUS IN PREGNANCY TOXAMIA 
Group I: Group 2: Group 3: Group 4: 
intrauterine accidental intrapartum neonatal Total 
death haemorrhage death dea 
29 (40%) 19%26%) | 


14 (194%) 10(14%) | 72 
of intrauterine death which forms the largest single 
group. In their much bigger series Hamilton, Jeffcoate, 
and Lister (1949) found that the same proportion of the 
total foetal loss lay in this group. 

Groups 1 and 2 not only are the largest numerically 
but also seem likely to have common lethal factors with 
groups 3 and 4. In a previous review of intrapartum 
foetal death FitzGerald and McFarlane (1955) found that 
toxemia did not show as great an effect as was expected. 
In the present series the considerable incidence of ante- 
partum death suggests that this may be due to the re- 
moval of potential cases from the field before labour begins. 

The greater incidence of intrauterine death in primi- 
gravide and of accidental hemorrhage in multigravide 
is well recognised. (table 11). 

Table m1 roughly indicates the efficacy of orthodox 
hospital treatment; it suggests that this is more successful 


TABLE II-——EFFECT OF PARITY ON FCETAL LOSS IN PREGNANCY TOXAMIA 


ntra- : 
: Accidental 
— Total | uterine , = 
death 





Primigravide | 43 45% 19% | Percentage of total primi- 
gravid loss 

Multigravide| 29 34% 41% Percentage of total multi- 
} gravid loss 


in the avoidance of accidental hemorrhages than in the 
prevention of intrauterine death, for in the latter group 
there is little difference between the booked and the 
non-booked cases. 
Birthweights 

An important contrast between these two groups of 
foetal deaths is provided by a study of the birthweights. 
It is well recognised that the children of toxzmic mothers 
tend to be small, but the importance of this observation 
has been obscured by consideration of the birthweight 
in relation to an artificial prematurity standard of 5/, Ib. 
We suggest that the important relationship is that between 
the birthweight and some reasonable standard of what 
the weight should be at that particular stage of gestation. 
This should give a realistic picture of any stunting of 
foetal growth as a result of the toxemia. Recently Baird 
et al. (1957) have pointed out the type of case where feetal 
growth is retarded and intrauterine death takes place. 

Figs. 1 and 2 show the birthweights in cases of intra- 
uterine death and accidental hemorrhage, and fig. 3 
shows curves obtained from these diagrams superimposed 
on a curve of normal feetal weights at varying gestation 
periods, obtained from the work of Clatworthy and 
Anderson (1944) which was based on the studies of 
Streeter (1920). Fig. 3 shows clearly that it is the cases 
of intrauterine death which are most affected by this 


TABLE III-—-EFFECT OF TREATMENT 


Intra- 








i: : Accidental as 
Total yom y hemorrhage 
Booked 39 38% 108% + es of total booked 
joss 
Non-booked 33 44° 40% Percen of total non- 
booked loss 


stunting of foetal growth; the curve of accidental hemor- 
rhage approximates much more closely to the normal, the 
curves actually meeting at 35 weeks’ gestation. 

From a consideration of these points the suggestion 
emerges that there are two different ways in which fcetal 
death takes place in pregnancy toxemia. In one group 
growth is diminished or ceases and the baby “‘ fades out ” 
as an intrauterine death without any clearcut exacerbation 
of the toxemia, presumably as a result of failure to obtain 
sufficient oxygen or nutrients. In the other group 
placental function remains more or less adequate, allowing 
more normal fcetal growth, until there is an abrupt inter- 
ference with the oxygen supply by the stripping of the 
placenta from its bed by hemorrhage. 

It is now established that, in many cases of pregnancy 
toxzmia, there is a defective blood-supply to the placental 
bed owing to spasm of the arteries supplying the uterus. 
This would explain intrauterine death associated with 
stunting of foetal growth. May it not be that in other 
cases this spasm of the uterine arteries is absent or 
diminished, thus permitting normal lutrition and growth 
of the foetus but allowing the effects of the generalised 
hypertension to be transmitted to the vessels supplying 
the placental bed, with resultant retroplacental hzemor- 
rhage in a proportion of cases? The existence of the two 
types of case—i.e., with and without spasm of the uterine 
arteries, is supported by the atypical results obtained in 
some of the cases investigated with radioactive isotopes 
for the efficiency of the uterine circulation in toxemia, 
and by similar discrepancies in cases of toxemia where the 
placental function has been deduced from its output of 
hormones (Russell 1957). 

Perhaps the most graphic illustration is seen in two 
toxzmic cases examined for adequacy of placental func- 
tion by Clayton et al. (1956) using radiosodium and a 
scintillometer. In one case intrauterine death took place 
at 34 weeks with the delivery of a foetus weighing 2 Ib. 
13 oz. The uptake of radiosodium, indicating “‘ placental 
efficiency,” was grossly deficient in three estimates shortly 
before the foetus died. By contrast, in a second case, the 
patient showed fairly severe toxemia at 39 weeks, but 
placental function estimated at this time showed little 
change from normal. 

Treatment 

Any considerable improvement in treatment may be 
impossible until more is known about the cause of the 
toxemia. Meanwhile advances can come only from 
better application of present methods. 

Dieckmann and Brown (1939) formulated a general 
principle of treatment as follows : 

* Over 60% of the feetal and neonatal mortality in toxemia 

patients occurred with the foetuses weighing 1,000 to 2,000 
grams. Since maternal toxemia has no further effect on the 
foetus once it is born the treatment of the mother should be 
directed to prolonging the pregnancy as long as it is com- 
patible with her best interests to obtain as old and as heavy a 
baby as possible.” 
This principle usually leads to the attempt to maintain 
the pregnancy until the 37th week of gestation, and the 
success of this policy must depend on the avoidance 
of accidental hemorrhage and intrauterine death during 
that time. The results in the present series suggest that, 
though it is to some extent successful in preventing 
accidental hemorrhage, it does little to prevent failure of 
foetal growth followed by death in utero. 

Again, if this policy of waiting is to succeed, there 
must be some reasonable warning if and when foetal growth 
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Fig. 1—Birthweights in intrauterine Fig. 
deaths, and curve of normal growth. 


is failing. Examination of case-records does not reveal 
any consistent signs of worsening of the toxemia. The 
records bring out the great importance of noting evidence 
of failure of foetal growth in those cases which terminated 
in death in utero, and show that insufficient attention 
had been paid to these signs. References to the impor- 
vance of this clinical observation are not very common. 
Townsend (1955) emphasised this point, and other 
workers agreed with him. 

The failure of foetal growth may be recognised by the 
observation that the height of the fundus is much below 
that expected from the history. If a more careful watch 
is kept, it should be possible to note the failure of the 
fundus to rise in successive weeks. In 19 of the 29 cases 
of intrauterine death considered here the fundus was 
noted as distinctly low for the dates, and in 5 cases failure 
to enlarge was noted. In 3 cases where X-ray examination 
for maturity was undertaken, there appeared to be an 
associated delay in the appearance of the ossification 
centres. This might lead to a mistaken rejection of the 
patient’s last menstrual period as a basis for calculation. 

It has been suggested that the presence or absence of 
albuminuria may be of special significance in differenti- 
ating cases in which intrauterine death is likely; but this 
is doubtful. Albuminuria was present in 26 of the 29 
cases of intrauterine death and in 16 of the 19 cases of 
accidental hemorrhage. ‘The presence of albuminuria 
would therefore not assist in indicating which form of 
trouble might be anticipated. 109 babies born alive of 
toxemic mothers weighed less than 51/, lb.; only 13 of 
these had a normal birthweight relative to maturity, and 
10 had albuminuria. Of the 86 babies with a low birth- 
weight relative to maturity 25 had no albuminuria. These 
figures show that albuminuria is no reliable guide to those 
babies who are stunted in growth. 

Fig. 4 shows the times of occurrence of accidental 
hemorrhage and of intrauterine death; nearly 90% of 
the former and 70% of the latter occurred before the 
37th week of gestation. Obviously it cannot be argued 
that earlier induction would save all these babies, for 
some would then be lost from prematurity and the 
hazards of induction. Nevertheless these results suggest 
caution in the policy of allowing the pregnancy to proceed, 
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Fig. 3—Comparison of figs. 1 and 2 
with normal fetal weights. 
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particularly if there is evidence of failure to grow. 
Hamilton et al. (1949) found results curiously little influ- 
enced by methods of delivery, but the timing seems to be 
of even greater significance than the method. These 
authors also found that cesarean section offered the best 
chance of survival to babies weighing less than 4 lb., and 
we believe that this applies particularly to the small 
starvelings of toxemia. 

The following brief case-reports illustrate how treat- 
ment, where there is failure of foetal growth, may be 
influenced by these various considerations. 


Case 1.—Mrs. A., aged 29, primigravida, had taken four 
years to conceive. She was seen as a consultation at the 32nd 
week. Blood-pressure 170/100 mm. Hg; urine clear; fundus 
uteri at 24,weeks’ level. She was admitted forthwith: rest and 
reserpine stablised her blood-pressure at about 150/90, with a 
trace of albuminuria intermittently. The patient was quite 
sure of her menstrual dates, but ten days before the expected 
date of delivery based on them the fundus was at the level of 
only 32 weeks. Radiography showed foetal development equal 
to that of 30 weeks’ maturity; so the pregnancy was allowed to 
continue to await further growth of the fetus. Nine days 
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later the foetal heart sounds disappeared, and six days after 
this a macerated infant weighing 4 lb. was delivered; the 
placenta weighed 13 oz. 


This delivery took place about two months after admission 
to hospital, and there had been ample opportunity to 
deliver a live child. 


Case 2.—Mrs. B., aged 36, had had one miscarriage previ- 
ously and had been wanting a baby for eleven years. She was 
a booked case with essential hypertension admitted at 36 weeks 
after her last menstrual period because of continuing mild 
hypertension with sudden increase of weight and edema. The 
level of the fundus was that of a 32 weeks’ gestation and X-ray 
examination at this time suggested 32 weeks’ maturity. The 
blood-pressure was stabilised at 140/90, with a slight trace of 
albumin on two occasions only. About a week after admission 
the foetal heart showed some irregularity and tachycardia, and 
in view of this and the failure of the baby to grow a cesarean 
section was performed in the 38th week of gestation, reckoning 
from the patient’s last menstrual period, of which she was 
quite confident. A living child weighing 4 lb. 11 oz. was 
delivered and survived satisfactorily. 


This patient occupied the next bed to that of case 1, 
and the first tragedy undoubtedly influenced the more 
active policy in this case. 

Case 3.—Mrs. C., aged 43, primigravida, was admitted as 
an emergency with severe toxemia, blood-pressure 160/100 
and heavy albuminuria at the 39th week of gestation; the level 
of the uterine fundus was that of 32 weeks. After twenty-four 
hours’ rest and heavy sedation cesarean section was performed 
and a small “ starveling” baby was delivered weighing 
3 Ib. 11 oz. Radiography of the baby seven days after delivery 
showed a fairly well developed astragalus but no epiphysis at 
the lower end of the fernur, so the age appeared to be between 
33 and 35 weeks. 

Once again the radiological evidence clashed with that 
of the patient’s menstrual dates. The infant gave rise to 
considerable anxiety at first, but survived satisfactorily. 
It is very doubtful if this would have been the result if 
an attempt had been made to hold off delivery to allow 
further growth of the child. 


Summary 

The chief causes of fcetal loss in toxemia are accidental 
hzmorrhage and intrauterine death before labour. 

Evidence is produced suggesting that whereas in some 
cases placental function remains adequate allowing fairly 
normal fcetal growth until there is a _ retroplacental 
hemorrhage, in others the foetus “‘ fades out” because 
spasm of the uterine arteries reduces its supply of oxygen 
or nutrients. 

Provided accidental hemorrhage can be avoided, the 
policy of maintaining pregnancy till the 37th week may 
be successful in the first group of cases, but it is unsuc- 
cessful for those in which failure of foetal growth is 
followed by death in utero. 

A close watch should be kept for evidence that the 
foetus is not enlarging normally. 

The timing of delivery may be of more importance than 
the method. 
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ORIGIN OF PERIPHERAL TUBERCULOUS 
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F. J. W. MILLER 
M.D. Durh., F.R.C.P., D.C.H. 
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THE relation of peripheral tuberculous lymphadenitis 
to primary tuberculous infection is still a matter of 
discussion and ‘comment (American Trudeau Society 
1954). Though mediastinal or mesenteric tuberculous 
lymphadenitis is usually accepted as evidence of a primary 
infection in the respective drainage area, this is not true of 
inguinal or preauricular adenitis and not always of 
cervical adenitis. 

We became interested in the origin of peripheral 
tuberculous lymphadenitis, and its relation to the primary 
tuberculous infection, while we were studying the 
recognition of primary foci in the skin or mucous surfaces 
(Miller 1953) and the natural history of the related tuber- 
culous lymphadenitis (Miller and Cashman 1955a). 
With the experience gained in this and other studies we 
thought we could usefully review all the children seen in 
our department from 1947 to 1952 who had been 
diagnosed and treated as having peripheral tuberculous 
lymphadenitis. 

We asked this question: Is peripheral tuberculous 
lymphadenitis, wherever it presents, likely to be part of 
a primary complex, or does it arise by hematogenous 
spread from a primary focus in the lung or alimentary 
tract ? 

Children Studied 

Between 1947 and 1952, tuberculous infection in a 
group of superficial glands was diagnosed in 338 children. 
Coming in the ordinary course of clinical work, the 
children were seen at all stages of the tuberculous infection 
and only those with a visible primary focus were studied 
initially as a special group. Of these we excluded all who 
had not had a complete radiological examination (neck, 
chest, and abdomen) when first seen, and all who could 
not be traced for a second radiological and clinical 
examination at least two years afterwards. This radio- 
logical examination was necessary to judge the probable 
duration of infection in the glands. We were left, there- 
fore, with a group of 163 children, of all ages to 15 years, 
known to have tuberculosis, who had radiological records 


in addjtion to clinical notes and were examined again at - 


least two years after they presented at hospital. The 
diagnosis remained in doubt in only 6 children, who had a 
positive tuberculin’ skin test and enlarged glands which 
neither softened nor calcified. 

We have previously shown that: 

In children with recent tuberculous infection of the inguinal, 
axillary, cr cervical glands (except the tonsillar), careful 
examination will sometimes reveal a primary focus on the skin 
or.mucous surface drained by the glands (Miller 1953). 

The primary focus usually leaves a characteristic scar, but in 
certain circumstances may disappear without trace (Boyes, 
Jones, and Miller 1956). 

The peripheral glands draining a primary focus on skin 
or mucous membrane usually show radiological calcification 
within two or three years of infection. In most cases, this 
calcification is the only residual sign of tuberculous infection, 
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Children with a known time of infection— 
all with unilateral gland enlargement 


THE ANATOMICAL DISTRIBUTION IN, AND THE CLINICAL GROUPING OF, 163 CASES OF PERIPHERAL TUBERCULOUS LYMPHADENITIS 


Children without known time of infection ; 
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(Miller and Cashman 1955a). Calcification may spread to 
other glands in the line of lymphatic drainage. 

When children undergo primary infection the site of infec- 
tion can be demonstrated in at least four-fifths of cases if 
examination is sufficiently careful and observation long- 
continued (Miller 1956). 

It is a matter of clinical experience that in children in 
this country the glands draining a hematogenous deposit, 
such as a joint or a metastatic abscess, rarely if ever 
become clinically enlarged or proceed to abscess formation. 

If these facts are accepted, it follows that any group 
of tuberculous lymph-glands (wherever they arise) are 
likely to represent the gland component of a primary 
complex if they are the sole clinical or radiological sign of 
tuberculosis in the body. 


Results of Review 

From the history and the results of clinical and radio- 
logical examination of the 163 children, we were able to 
group them as in the table. 

Occasionally in the ofiginal clinical records there was some 
difficulty in distinguishing between tonsillar and submandibular 
lymphadenitis; this applied to only a few cases, but we have 
taken these two sites together (at least 9 of every 10 were 
tonsillar). No child in this series had generalised tuberculous 
lymphadenitis, which must be extremely rare in English 
children. We did see 2 children with bilateral cervical adenitis 
which became evident some years after primary pulmonary 
infection. They form an uncommon but very interesting and 
puzzling type of cervical lymphadenitis and we refer to them 
later. 

We shall now consider the various topographical groups 
of glands, to determine how many were the only sign of 
tuberculosis (and therefore likely to be part of a primary 
complex), and to discover the evidence, if any, that the 
infection might be hematogenous. ; 


Preauricular Glands (11 children) 

5 of these had primary foci on the skin of forehead or 
cheek, 3 on the palpebral conjunctiva of the upper eyelids, 
and 2 in the lacrimal sac. None had hematogenous lesions or 
calcification in any other group of glands. We did ‘not find 
a primary focus in the 11th child, and his tuberculous lesion 
was a small abscess on the cheek just above the angle of the 
jaw. Though we cannot be sure, we think that this was more 
likely to be a subcutaneous abscess than a preauricular 
adenitis (Miller and Cashman 1955b). Even at the follow-up 
examination we could not demonstrate the site of the primary 
complex. 


Other Glands Draining Face and Scalp (6 children) 
In each case a primary focus was found, 1 in the scalp 


"© Also with a visible primary focus. 


; © 


draining to occipital glands, 1 in the mouth to the supramandi- 
bular gland, 1 on the scalp to postauricular glands, and 3 on 
the chin to the submental glands. The first child had miliary 
tuberculosis when he was first seen with the occipital adenitis, 
but he made a good recovery and did not have any other 
lymph-gland involvement. No other child had hematogenous 
lesions or calcification in any other group of glands. 


Axillary Glands (4 children) 

3° of these had primary lesions visible on the arm and 
tuberculous axillary adenitis without other manifestations of 
tuberculosis. The 4th case was not so readily explained. The 
child had a tuberculous abscess on the anterior wall of the 
axilla without any other signs of tuberculosis. We think that, 
like the boy with the abscess on his cheek, she may have had 
a metastatic abscess, but again we have no evidence of the site 
of primary infection. 

Epitrochlear Adenitis (2 children) 

We think both these children were inaccurately diagnosed. 
1 had a subcutaneous abscess on the inner aspect of the arm 
and a primary complex in the lung; the other had a lesion, 
described as’ an epitrochlear abscess, which was indeed a 
primary focus with an axillary adenitis and no other evidence 
of tuberculosis. In béth children the epitrochlear gland was 
intact. 

Inguinal Adenitis (15 children) 

13 of these children had visible primary foci on the skin of 
foot, leg, or buttock. The only child with bilateral inguinal 
adenitis had a primary lesion at the anus but crossing the 
midline -to drain to both inguinal areas. Not one of these 14 
children had any other sign of tuberculosis. The 15th child 
presented with an inguinal adenitis and a calcifying primary 
complex in the lung. When she was first seen a small scabbed 
lesion was noted in the skin over the tendo achillis, but unfor- 
tunately was not further examined. Two years later there was 
calcification in the inguinal gland and a small scar typical of 
a primary focus on the skin at the site of the original scab. 
This girl almost certainly had a double primary infection— 
one complex in the skin and inguinal glands, the other in the 
lung and mediastinal glands. 


Supraclavicular Adenitis * (7 children) 

Supraclavicular adenitis, unlike the adenitis in those groups 
just discussed, was not associated with visible primary foci. 
But 4 children had mediastinal calcification and a 5th mediastinal 
and mesenteric calcification. The association is clear but the 
mechanism is not so obvious; as well as draining to the 


* There is some difficulty about terminology. The glands are those 
described in Gray’s Anatomy (24th ed., pp. 794-797) as sub- 
clavicular or inferior deep cervical, but clinically they present 
as masses rising above the clavicle. We have preferred to call 
the lesion “ supraclavicular’ adenitis ”’. 
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Fig. 1—Drainage of apical primary focus to the sternal and vertebral 
glands in_addition to the mediastinal glands (Scott and Beattie 
1928). 


mediastinal glands the infection from an apical primary focus 
might have spread through the apical pleura to the supra- 
clavicular glands as described by Scott and Beattie (1928) 
(fig. 1). A 6th child had a chain of calcification reaching down 
from the tonsillar gland, and the supraclavicular mass in this 
case was the lowest gland in the chain; yet for some reason it 
softened first. The 7th child presents a difficult and as yet 
unexplained problem. A strong healthy boy of 12 years 
presented with a large firm swelling above the medial end of 
the right clavicle (fig. 2). The only other sign of tuberculosis 
was a small rounded lesion at the extreme apex of the /eft 
lung with slight hilar adenopathy. The mass above the clavicle 
soon softened and was removed surgically; healing was quick. 
Calcification can now be seen at the left apex and hilum of the 
lung, but not above the clavicle. 

It seems likely that he had a primary complex in the left 
upper lobe. Direct spread to the right supraclavicular glands 
seems unlikely, and beyond suggesting that infection reached 
the left supraclavicular glands via the blood-stream, or that it 
did not arise in a lymph-gland, we cannot explain this case. 
Tonsillar and Submandibular Adenitis (118 children) 

The tonsillar group of glands is by far the commonest site 
of peripheral tuberculous lymphadenitis. Only 16 of these 
118 children had bilateral lymphadenitis, and in only 9 of the 
118 has calcification appeared without-abscess formation. In 
various ways we knew the time of infection in 33 of these 
children but we were able to see a primary focus in the mouth 
or tonsils in only 15 children. The others were seen at very 
varying times after infection, for glands are often present for 
some years before an abscess forms and the child is sent to 
hospital. 

9 of the 118 children had calcification in mediastinal glands, 
another 17 had 
calcification in 
mesenteric 
glands, and 1 
had _calcifica- 
tion in both 
mediastinal 
and mesen- 
teric glands as 
well as cervical 
glands. In all, 
therefore, 27 of 
the 118 chil- 
dren had evi-. 
dence of cen- 
tral as well as 
peripheral cal- 
cification, 
leaving 91 in 
whom the cer- 
vical adenitis 
was the only 





Fig. 2—Swelling caused by tuberculous abscess 
in supraclavicular glands or in subcutaneous 
tissues. Only other tuberculous lesion a pri- 
mary complex at the apex of the left lung. -. 


sign of tuberculosis. In this district in 1947, at least 85% of all 
primary infection in children was in the lung, but in these 118 
children abdominal calcification was twice as common as 
pulmonary. This distribution of calcification is almost certainly 
related to the manner of infection rather than to spread after 
infection. 

Although only 16 of the 118 children had bilateral tuberculous 
lymphadenitis, 8 of these 16 had calcification in other glands 
also—3 in the mediastinal, 4 in the mesenteric, and 1 in both. 
In contrast only 19 of 102 children with unilateral calcification 
had other calcification. This distribution again can hardly be 
accidental and a reasonable explanation is that when infection 
is heavy enough to give bilateral infection of cervical glands 
it is also more likely to give another simultaneous primary 
infection elsewhere. 

4 of these 118 children merit special mention. 

2 children with enlargement of cervical glands were found 
to have old abdominal calcification. In one the cervical glands 
progressed to abscess formation and tubercle bacilli were 
recovered; in the other calcification appeared some two years 
later, and eventually these glands also softened. The relation- 
ship of the tuberculous infection of these groups of glands is 
not clear because there seems no reason why mesenteric 
calcification should appear before cervical if the children had 
simultaneous oropharyngeal and abdominal primary infection. 
Yet we have already mentioned a very similar case of the girl 
who had a calcified complex in the lung and an inguinal 
adenitis which did not show calcification until two years later. 

The 2 others are even more puzzling. They were both 
children who had been infected during infancy, and when first 
seen each had an old and well-calcified primary complex in 
the lung. When 8 years old they both developed extensive 
tuberculous infection in the cervical glands. The first child 
had a supraclavicular abscess on the right side and a large 
mass of tonsillar glands on the left, and the second had a chain 
of rubbery glands along both sternomastoid muscles, in the 
tonsillar, submandibular, and submental glands, and in both 
axillary glands. No other glands were clinically enlarged and 
none apart from those mentioned above have calcified. 

These 2 children present such difficult problems that they 
need separate description, but they seem to represent a type of 
peripheral adenitis distinct from all others in this present series, 
and one which is uncommon in childhood. 

Discussion 

The series comprised 163 children with superficial 
tuberculous swellings diagnosed originally as peripheral 
lymphadenitis. After our review we think that in 4 of 
these children the superficial swellings were metastatic 
abscesses rather than lymph-gland abscesses. In 127 
(80%) of the remaining 159, the peripheral lymphadenitis 
was the only evidence of tuberculosis found over a long 
period of observation. We think that in those children it 
represented the gland component of a primary complex 
and reflected the site of the primary infection. The 
primary focus was seen in only 48 of the children and is 
much more likely to be seen in children with inguinal, 
axillary, or preauricular adenitis than in those with 
tonsillar adenitis. 

The remaining 32 (20%) children had calcification in 
** central ” glands as well as peripheral tuberculous lymph- 
adenitis. In 28 of these the central calcification was asso- 
ciated with tonsillar adenitis. In this group there was at 
least the possibility that the peripheral adenitis was the 
result of hematogenous spread from the central glands. 
But there are several pieces of indirect evidence which 
together suggest that this is unlikely: 

12 of the 159 children had undoubted hematogenous lesions, 
but none of these had central as well as peripheral calcification. 

If the peripheral adenitis had followed hzmatogenous 
spread, the distribution of the central primary complexes 
should have been the same as in the general population. We 
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have already seen that in our group mesenteric calcification 
was twice as common as mediastinal, whereas in the general 
population at that time lung primary infection was at least 
five times as common as abdominal infection. This very 
unusual distribution in our group suggests a relationship with 
the mechanism of infection rather than events after infection. 

In several of the 32 with both central and peripheral ealcifica- 
tion there was more direct evidence that the peripheral 
lymphadenitis was not the result of hamatogenous spread. 
Thus 2 children had a visible primary focus on the skin in 
relation to the peripheral adenitis; in another 5 seen during 
the initial fever of primary infection the peripheral lymph- 
adenitis appeared as the child became tuberculin-positive. 

We therefore think that multiple simultaneou primary 
infections must occur, and we suggest that the ingestion 
of infection is the explanation of the association of cervical 
and mesenteric calcification. We know, too, that children 
in contact with infective adults occasionally get a primary 
infection in the oropharynx and a simultaneous pulmonary 
primary complex by inhalation. 

Hence simultaneous primary infection seems to be at 
least as good an explanation as hematogenous spread in 
most of these 32 children with peripheral and central 
calcification. From thfs statement we must, however, 
exclude certain of our cases of special interest, and in par- 
ticular the 2 children whose cervical lymphadenitis did 
not arise until some years after this primary infection in 
the lung. 

From this analysis we conclude that, in English children 
for the period under review, at least 80% (and probably 
well over 90%) of all peripheral tuberculous lymphadenitis 
represents the gland component or the direct lymphatic 
drainage of a primary complex. 


Summary 


We have presented the results of a review of 163 
children with superficial swellings diagnosed as tuber- 
culous lymphadenitis. 4 of these swellings appeared to be 
superficial tuberculous abscesses rather than lymph-gland 
infections. In 127 (80%) of the remaining 159, the 
peripheral adenitis was the only sign of tuberculosis. 
In 32 (20%) there was calcification in mediastinal or 
mesenteric glands as well as peripheral tuberculous 
lymphadenitis; we give reasons for attributing most of 
these to simultaneous primary infection rather than 
hzmatogenous spread from central to peripheral glands. 
We draw attention to 2 children with an unusual form of 
extensive tuberculous lymphadenitis arising years after a 
primary infection in the lung. 
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‘, .. It is no part of the job of a scientist to tell people that 
they must stop breeding because it would be inconvenient to 
have to feed more than a certain number. The scientist’s job 
is to fool around less with sputniks and the moon’s backside 
and settle down to produce the food that is needed. At the 
same time he should try to give people the means of having 
the number of children they positively want. Most of us are 
probably now conceived inadvertently, so that this measure 
of control would have the effect of diminishing pressure on 
food supplies. But the motive behind the research should be 
the duty to try to give people what they consciously want 
rather than the arrogant wish to tell them what they ought to 
want.”—N. W. Pirie, New Statesman, Jan. 25, 1958, p. 109. 


ALKALINE PHOSPHATASE IN 
THE WHITE CELLS IN LEUKEMIA AND 
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LECTURER IN HAXMATOLOGY DIRECTOR, DEPARTMENT OF HAXMATOLOGY 
From the Departments of Haematology and Pathology, Royal Infirmary 
and University of Manchester 

In 1946 Wachstein, by a cytochemical technique, 
demonstrated that alkaline-phosphatase activity in the 
blood-cells is almost confined to the mature segmented 
neutrophils. Normal polymorphs contain only small 
amounts of this enzyme; but in acute infections and after 
hemorrhage, trauma, or infarction the quantity increases 
considerably. In chronic myeloid leukemia, on the other 
hand, there is little or none of this enzyme in the white 
cells, whatever the stage of the disease. 

_ Valentine and Beck (1951), Valentine et al. (1952), and 
Wiltshaw and Maloney (1955) confirmed Wachstein’s 
findings. The method used by Valentine and colleagues 
is more strictly quantitative than that of Wachstein: 
phosphatase activity is determined on a plasma-free sus- 
pension of white cells and expressed in milligrammes of 
phosphorus liberated per hour at 37°C by 10% white cells 
at pH 9-9. They found the mean level to be 25-8 units in 
health; 119-1 units in acute infections; 4-0 units in chronic 
myeloid leukemia; and 82-0 units in polycythemia vera. 

Our purpose here is to illustrate the value of a simple 
cytochemical technique in distinguishing between (1) 
myeloid leukemia and (2) leukemoid reactions involving 
the myeloid series of cells. Such reactions are seen in a 
variety of diseases—e.g., Hodgkin’s disease, tuberculosis, 
carcinomatgsis, polycythemia vera, myelosclerosis, and 
hzmolytic anzmias. 


Investigation 
Method : 

The cytochemicai technique we have used is a modification 
of Gomori’s original method for demonstrating alkaline 
phosphatase: 

(1) Fix the blood or marrow smears for thirty seconds in a mixture 
of 10 ml. of formalin to 90 ml. of absolute methyl! alcohol. 

(2) Wash for a few seconds and then incubate for two hours at 

37°C in a freshly prepared buffer substrate solution containing 30 ml. 
of 10% sodium barbitone, 30 ml. of 3-2% sodium f-glycerophos- 
phate, 30 ml. of M/10 magnesium sulphate, 45 ml. of 2% calcium 
nitrate, and 165 ml. of distilled water. 

(3) Rinse the slides for a few seconds in distilled water containing 
a few drops of 2% calcium-nitrate solution. 

(4) Immerse the slides in 2% cobalt-nitrate solution for five 
minutes. 

(5) Wash well and treat for ten seconds in a weak solution of 
ammonium sulphide (about 1 ml. of ammonium sulphide to 80 ml. 
of water). 

(6) Wash well and counterstain with 2% aqueous solution of 
G. T. Gurr’s safranine O for ten seconds. 

(7) Wash well and mount. 

Control blood films of known high lencosyte-pliomphhatase 
activity and of normal blood are put through at the same time. 
Stock solutions ,of 3-2% sodium f-glycerophosphate, 10% 
sodium barbitone, and the formalin-methyl alcohol fixative are 
kept at 0-4°C until they are required. 

Interpretation 

Alkaline-phosphatase activity is shown as black granules in 
the cytoplasm of the neutrophil polymorphs: lymphocytes, 
monocytes, plasma cells, eosinophils, and all blast cells show 
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Percentage of cells with phosphatase activity : 
Strong Weak No 

activity activity activity 
| Range | Mean Range | Mean Range | Mean 
Normals (50)... .. | O2 | 10 | 1482! 18 | 25-90 | 820 
Chronic myeloid leuk- o-1 | 10 0-24 6 75-100) 92:0 

emia | | 
Polycythemia vera (50).. | 30-95 | 65-0 
Leukemoid reactions (17) | 25-92 | 60-0 





Disease 
(no. of observations) 








5-65 | 32 6 30 
10-70 | 34 0-14 60 








no activity, but they can be distinguished by their affinity for 
safranine. Phosphatase activity is expressed as absent, weak, or 
strong (see figs. 2 and 4), and an assessment is made by exam- 
ining 400 consecutive neutrophil polymorphs. 


Results 

The range and mean percentages of cells showing 
strong, weak, or no activity in healthy people and in 
patients with chronic myeloid leukemia, polycythemia 
vera, and leukemoid reactions are shown in the table. 
Normal polymorphs show no activity, or weak activity 
represented by a few small black granules in the cytoplasm. 
Strongly positive cells show many coarse black granules, 
or the whole cytoplasm appears densely black. Such cells 
are rarely seen in normal blood and were never more than 
2% of the total count. 

In all 50 cases of chronic myeloid leukemia phosphatase 
activity was much reduced or absent. Strongly positive cells 
were not seen. This was true at all stages of the disease, irre- 
spective of treatment and of the white-cell count. 

In polycythemia vera strongly positive cells were often 
predominant, especially when the white-cell counts were raised. 

17 cases of leukemoid reactions involving the myeloid series 
were investigated; invariably they showed a high proportion 
of strongly positive cells. The leukemoid reactions were 
associated with the following diseases: Hodgkin’s disease (6), 
myelosclerosis (3), carcinomatosis (2), tuberculosis (2), acquired 
hemolytic anemias (2), and reticulosarcoma (2). ‘In all, the 
cytology of the blood and the marrow, when examined by 
ordinary staining techniques, was identical with myeloid 
leukemia, and initially leukemia was often diagnosed. 

The following examples illustrate these points: 

Case 1.—A Regular Army corporal, aged 21, had much 
enlarged cervical lymph-nodes. Blood examination: red cells 
3,900,000 per c.mm.; hemoglobin 11:9 g. per 100 ml.; 
platelets 125,000 per c.mm.; white cells 44,000 per c.mm. 
(polymorphs 91:5%, lymphocytes 2:0%, monocytes 45%, 
eosinophils 10%, myelocytes 0:5%, blast cells 0-5%). The 





sternal marrow showing 


Fig. 1—Case 1 (Hodgkin’s disease) : 
considera! (Jenner- 


ble hyperplasia of myeloid series of cells. 
Giemsa.) 2 


marrow picture (fig. 1) was indistinguishable from myeloid 
leukemia, the predominant cell being the myelocyte. — 

Phosphatase test (fig. 2) strongly positive 78%, weakly 
positive 18%, no activity 4%. The high percentage of strongly 
positive cells was very much against the diagnosis of myeloid 
leukemia. Because of this a cervical lymph-node was excised, 
which showed typical Hodgkin’s disease. The patient is alive 
and well three years after these investigations were made. 

Case 2.—A man of 26 had considerably enlarged cervical 
lymph-nodes. Blood examination: red cells 3,100,000 per 
c.mm., hemoglobin 10-1 g. per 100 ml.; platelets 105,000 per 
c.mm.; white cells 26,000 per c.mm. (polymorphs 92%, 
lymphocytes 6%, myelocytes 2%). The marrow smears (fig. 3) 
were exactly like those in case 1—i.e., indistinguishable from 
myeloid leukemia. 

Phosphatase test (fig. 4) strongly positive cells 0, weak 6%, 
no activity 94%. A cervical lymph-node showed typical 
leukemic infiltration. The patient died two months later. 





Fig. 2—Case 1 (Hodgkin’s disease): phosphatase test showing four 
neutrophil polymorphs with very strong alkaline-phosphatase 
activity. 

At necropsy there was leukemic infiltration of his liver, spleen, 

skin, lymph-nodes, and marrow. 

This is an example of acute myeloid leukemia of the 
rare neutrophil type. It is interesting that the clinical, 
hematological, and marrow findings were exactly like 
those in case 1, which was one of Hodgkin’s disease. The 
prognosis in the 2 cases was very different. 

The phosphatase test is usually of no value in the acute 
leukemias, because blast cells contain no phosphatase. 
However, in acute myeloid leukemia of the neutrophil 
type (case 2 is an example of 2 such cases studied), where 
there is enough differentiation of the white cells to make 
the test feasible, the results are the same as for chronic 
myeloid leukemia—a gross decrease of leucocyte alkaline 
phosphatase. 

Case 3.—A man, aged 61, with polycythemia vera was 
satisfactorily controlled for eleven years by exposures to whole- 
body irradiation and occasional venesection. He then developed 
progressive enlargement of the spleen, the hemoglobin and 
red cells fell slightly, and there was a considerable rise in the 
white-cell count, which previously had been within normal 
limits. Blood examination: red cells 5,320,000 per c.mm.; 
hemoglobin 15-1 g. per 100 ml.; white cells 71,000 per c.mm. 
(polymorphs 70%, lymphocytes 5%, monocytes 5%, eosino- 
phils 1-0%, basophils 6-0%, promyelocytes 25%, myelocytes 
10-5%); nucleated red cells 41 per 200 white cells. The blood 
and marrow smears were compatible with chronic myeloid 
leukemia. 

Phosphatase test strongly positive 92%, weakly positive 6%, 
no activity 2%. Biopsy of an iliac crest showed myelofibrosis. 
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Fig. 3—Case 2 (acute neutrophil leukemia): sternal marrow 
showing considerable hyperplasia of myeloid series of cells. 
(Jenner-Giemsa.) 


A splenogram confirmed a,considerable extramedullary hemo- 
poiesis, 45°% of the total nucleated cells being normoblasts of the 
intermediate and late types, including many in mitosis. 

This is an example of polycythemia vera pursuing a 
long clinical course and ending in myelofibrosis ; the splenic 
enlargement was due to extramedullary hemopoiesis, and 
the white-cell changes were leukemoid and not leukemic. 
This distinction is important because radiotherapy and 
chemotherapy are contraindicated in the presence of 
myelofibrosis. 

Discussion 

The cytochemical method of demonstrating leucocyte 
alkaline phosphatase, as described above, is easily applied 
and is often the only means of distinguishing between 
myeloid leukemia and leukzemoid reactions involving the 
myeloid series of cells. The modifications used include a 
different fixative, a much shorter incubation period, and 
a different counterstain. Kaplow (1955) found that the 
mixture of formalin and methyl alcohol gave better 
cytological details than other tried fixatives. 

The absence or considerable reduction of leucocyte 
alkaline phosphatase consistently found in chronic myeloid 
leukzemia appears to precede any other definite cytological 
abnormality in the evolution of this type of leukemia. 
Thus, Maloney and Lange (1954) described the pre- 





Fig. 4—Case 2 (acute neutrophil leukemia): phosphatase test 
showing two neutrophil polymorphs (near centre) and two mono- 
nuclear leucocytes (to left) without any alkaline phosphatase. 


clinical stage of 4 cases of myelogenous leukemia develop- 
ing in atomic-bomb survivors and found that very low 
alkaline-phosphatase levels in the leucocytes preceded any 
definite cytological evidence of leukemia in the blood or 
the marrow. . 

The leukzmoid reactions we have investigated were due 
to a great variety of diseases, including Hodgkin’s disease, 
reticulosarcoma, carcinomatosis, hzmolytic anzmia, 
myelofibrosis, ‘and tuberculosis. They could not be 
differentiated from leukemia by examining ordinarily 
stained blood and marrow smears, but in all of them the 
white-cell alkaline phosphatase was considerably increased. 
In the past many of these would have been classified as 
neutrophil leukemias. However, in 2 examples of 
neutrophil leukemia which we have investigated, phos- 
phatase studies showed a gross reduction in leucocyte- 
phosphatase activity. It is evident that morphologically 
identical blood-pictures may be due to entirely different 
diseases and that leucocyte-phosphatase determinations 
are of assistance in distinguishing between myeloid 
leukemia and leukemoid reactions involving the myeloid 
series. To establish the cause of the leukzmoid reaction 
it is necessary to use all the available clinical data and 
further assistance from histological studies—e.g., by 
biopsy of lymph-nodes, iliac crest, spleen, &c. 

The precise role of alkaline phosphatase in the white 
cells is unknown. Valentine (1956) and Valentine et 
al. (1957) think that, in stress conditions—e.g., after 
infection, hemorrhage, intoxication, infarction, and 
trauma—there is a considerable rise in the activity of this 
enzyme in the white cells. These stress phenomena have 
as their common denominator an increased pituitary- 
adrenal activity. In normal people both cortisone and 
corticotrophin increase the activity of alkaline phosphatase 
in the leucocytes; but, when adrenal function is reduced 
(as in Addison’s disease), though 17-hydroxycorticos- 
teroids produce a similar increase, corticotrophin does not. 
Valentine has also shown that, in uncomplicated rheumatic 
fever, rheumatoid arthritis, and some collagen disorders, 
there is not the expected increase in alkaline phosphatase 
in the leucocytes. 

Phosphatase was determined in 2 cases of acute leuk- 
gzmia treated with cortisone in which there was complete 
clinical and hematological remission. In spite of the 
apparent complete normality of the blood-cells, the 
neutrophils possessed considerably increased alkaline- 
phosphatase activity, which persisted until the leukemia 
relapsed. 

Case 4.—A woman of 36 was found to have acute lymphatic 
leukemia. Blood examination: red cells 1,510,000 per c.mm. ; 
hemoglobin 4-4 g. per 100 ml.; platelets 10,000 per c.mm.; 
white cells 8200 per c.mm. (polymorphs 2%, lymphocytes 
34%, lymphoblasts 64%). Her marrow was considerably 
hyperplastic, the predominant cell being the lymphoblast. The 
phosphatase test did not show any activity in the white cells. 

After treatment with cortisone 200 mg. daily for thirty-eight 
days there was a complete remission. Blood examination: 
red cells 4,320,000 per c.mm.; hemoglobin 14-4 g. per 100 ml. ; 
platelets 265,000 per c.mm.; white cells 6000 per c.mm. 
(polymorphs 68%, lymphocytes 30%, monocytes 2%). 

Phosphatase test strongly positive 82%, weakly positive 
12%, no activity 4%. Treatment with cortisone 100 mg. daily 
was continued and 68-94% of the neutrophils had strong 
phosphatase activity until the patient relapsed and died of 
leuktemia about three months later. 

Occasionally in acute leukemias of all types an inter- 
current infection causes a few strongly positive neutrophils 
to appear in the peripheral blood ; but this was exceptional, 
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and they never constituted more than 10% of the total 
count. 

In 2 cases of polycythemia vera, after satisfactory con- 
trol of the total red-cell mass with intramuscular injections 
of triethylenethiophosphoramide there was a marked 
reduction in the leucocyte phosphatase which lasted until 
the red cells started to increase in number again. 

With these exceptions the results have been consistent. 
We believe that the finding of a high alkaline-phosphatase 
level in the leucocytes indicates the need for further 
clinical and pathological studies before a diagnosis of 
leukemia can be made with confidence. 


Summary 


A simple cytochemical technique for demonstrating 
alkaline-phosphatase activity in leucocytes is described. 

In chronic myeloid leukemia and acute neutrophil 
leukzmia this activity is reduced or absent. 

In leukemoid reactions due to Hodgkin’s disease, 
myelofibrosis, reticulosarcoma, carcinomatosis, poly- 
cythemia vera, hemolytic anemia, and tuberculosis very 
high levels of alkaline phosphatase were found in the 
leucocytes. 

The amount of alkaline phosphatase in the leucocytes 
appears to be regulated by the pituitary-adrenal axis. In 
complete remission in 2 cases of acute lymphatic leukemia 
following cortisone therapy, in spite of the apparent 
normality of the white cells, the phosphatase levels were 
high and remained so until the leukemia relapsed. 

The determination of alkaline phosphatase in the 
leucocytes is at present the best, and often the only, means 
of distinguishing between myeloid leukemia and leuke- 
moid reactions involving the myeloid series of cells. 

We wish to thank Prof. A. C. P. Campbell for his helpful criticism 
and for reading the manuscript. Mr. N. Mowat, F.1.M.L.T., kindly 
took the photomicrographs. 
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SURGICAL excision of a portion of artery involves 
temporarily shutting off the circulation through that 
artery. Insertion of a graft may take many minutes, and 
in the case of a carotid artery even a short period of 
occlusion is fraught with danger. Even with hypothermia 
the time-limit of tolerance may be scarcely adequate for 
the task in hand; and the alternative of-a temporary shunt 
circulation has its own difficulties. - 





FLOW 














Fig. 1—The ice-cone method. For description see text. 


The problem is to join two cut ends of artery with 
such speed and certainty that restoration of the circula- 
tion within a few seconds can be guaranteed. We felt that 
the solution would be found in a method permitting 
immediate accurate approximation of the two artery ends 
so that flow can take place while the ends are being 
sutured ; and we believe that we have found such a method. 


The Ice-cone Method 


Each of the two artery ends is placed in a toothed ring 
with a small portion protruding; a double cone of ice is 
inserted into the adjacent open ends (fig. 1a); and the rings are 
now brought together. The teeth of the rings so engage the 
artery wall that the cut ends must turn either outwards or 
inwards. They cannot turn inwards, because the ice fully 
occupies the available space, and they are therefore obliged to 
flange outwards (fig. 1b). When the rings are fully closed, 
there is between them an outward-turned flange of each 
artery, and the two trumpets so formed by the arteries are 
held firmly together by the toothed rings so that the lumen 
of one continues without interruption into the lumen of the 
other (fig. 1c). Flow will start again as soon as the ice melts; 
at body-temperature this happens in a few seconds. With 
the circulation restored, the flanged ends of the arteries can 
be sutured at leisure (fig. 1d). When the suture line is completed 
the ring clamps are reopened and removed; this is possible 
because in fact each ring is constructed of two half rings which 
separate to allow disengagement from the artery. There 
now remains a conventional type of anastomosis (fig. le). 

For this simple procedure to work with speed and certainty, 
the following conditions must be fulfilled: 

The rings must be slightly less in diameter than the unstretched 
artery—otherwise the artery cannot expand beyond the ring to form 
a flange, and may slip through the ring. Likewise, the ice shape 
must have a maximum diameter slightly greater than the rings. 
If the ring is of much smaller diameter than the artery anastomosis 
is still possible, but the advantages of the method are lost, because 
when the artery is compressed its walls are thrown into longitudinal 
folds; this obstructs the lumen, preventing the early flow which is 
the primary object of the method. 
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The teeth must be sharp and long. Small ineffective serrations 
cannot secure sufficient grip on the artery except by crushing it. 

The rings must be opposed with enough force to press the arteries 
against the yielding ice, so that at no time can either artery slip inside 
the other; but the force must not be too great or the intima will be 
severely nipped against the ice and fractured. 


To make the double cone of ice, a latex-rubber mould, of 
the correct size and shape, is filled with heparinised saline and 
placed in a container surrounded by carbon-dioxide snow; 
the ice cone is ready for use within an hour, and is left undis- 
turbed until needed. This process is not difficult, and when 
brought from the container and squeezed from its rubber 
mould the ice remains solid long enough for it to be used 
without haste. All the materials to be used are sterilised 
at the outset. 

While the artery ends are brought over the ice cone, the 
vessels must be held and occluded by artery clamps. Initially 
we made an instrument with ring clamps separate from the 
artery clamps, but this proved awkward to use because the 
operator was aligning three independent movable components 
—two artery clamps and the ring clamp ; moreover, it was 
difficult to compete with any tension. These difficulties were 
overcome by redesigning the instrument so that the ring- 
anastomosis clamp can be temporarily attached to a hinged 
twin set of arterial clamps. 

The complete apparatus consists therefore of two instruments— 
a ring-anastomosis clamp (stippled in fig. 2a) and a twin set of artery 
occlusion clamps—which fit together, each assisting the action of the 
other. 

Fig. 2a shows the double instrument with clamp and half rings 
of the left half closed as if encircling an artery; the clamp and spring- 
mounted half rings of the right half are open ready to place over an 
artery. When either clamp is closed, its small side arms bring the 
corresponding spring-mounted half rings together to form a com- 
plete ring; thus at one movement circulation is arrested, and the 
artery is firmly held by the instrument and encircled by the ring. 

When the main locking-ratchet is released, the circular spring of 
the ring-anastomosis clamp brings the two halves of the double 
instrument together, approximating the two anastomosis rings. 
As these rings come together, self-locking arms secure the half 
rings so that they will not open when the artery clamps are removed. 
After removal of the clamps there is left in situ a comparatively 
small instrument, which may be rotated even within a small opera- 
tion field to facilitate the suturing of the double flange of artery. 





main locking ratchet 
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spring mounted 
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artery clamp 


Fig. 2—(a) Combined ring-anastomosis clamp and artery-clamps 
for the ice-cone method (see text). (b) Separator for opening the 
ring-anastomosis clamps. (c) Handling tool for gripping ring- 
anastomosis clamp during suture of the artery. 

















Fig. 3—The replacement of a segment of diseased artery by a graft 
artery using the ice-cone method. The time-interval between 
a and d is about 60 seconds. 

Fig. 3 shows how the instrument may be put to practical 
use for the replacement of a portion of artery by a homograft. 
Fig. 3a shows a graft of suitable length, with a ring-clamp 
device attached to each end, laid alongside the diseased artery. 
The outer half of each anastomosis device is now placed in 
position on the host artery, above and below the defect. 
Simultaneous closure of both artery-clamps shuts off the 
circulation, locks the devices to the artery, and encircles the 
artery with the rings (fig. 3b). The diseased segment is freed 
by division of the artery about 1 cm. inside the outermost 
anastomosis rings. Each device now holds a cut end of host 
artery and an end of the replacement graft in position ready for 
anastomosis (fig. 3c). Immediately after insertion of the ice 
cones and closure of the two anastomosis clamps the artery 
clamps are released, so that flow may restart as soon as the 
ice melts. The artery-clamps are disengaged and removed, 
leaving the two ring clamps in position (fig. 3d). Suturing is 
completed while flow continues, and finally the ring clamps 
are opened and removed completely (fig. 3e). 


Experimental Results 
This method has been tried both on human cadavers 
and on living animals. Only common carotid or arteries 
of similar calibre have been used so far. 


Identical arteries.—The instrument worked unerringly in the 
anastomosis of healthy vessels of similar calibre. 


Arteries from different subjects.—The instrument had considerable 
latitude with regard to differences in calibre and texture of the 
arteries being anastomosed. It never failed to anastomose two healthy 
arteries of the same anatomical name or of even approximately 
similar size. Of fifty specimens, five common carotid arteries were 


Dn OF Sarda ey 


SE oe tes 





BORN Ee EN TE or ET Pee 


weiter 
- 





‘ 
4 











ORIGINAL 


294 





ARTICLES 





found to be too small for the ring size designed for this vessel but 
were readily anastomosed by use of a slightly smaller ring. 

Atheromatous arteries.—Slight atheromatous thickening made 
little difference, though an inelastic thickened artery might tend to 
force a supple opposing artery to form a cuff on itself. This did not, 
however, prevent the method from working. The more severely 
atheromatous artery on occasions proved too unyielding for the 
instrument, and undue force tended to split the artery. This could 
be remedied by making three slits in the inelastic intimal layer, so 
that the artery flanged readily as the three slits opened out. Thorough 
removal of obliterating material in the partially or completely 
occluded artery left a supple vessel, well suited for the method. We 
conclude that the device will handle without difficulty a properly 
disobliterated artery. 

Plastic arterial protheses.—Orlon-cloth and _ polyvinyl-sponge 
tubes were well accepted. 

Relatively inaccessible arteries, such as the internal iliacs, were 
anastomosed more easily with the device than with conventional 
methods. 

Veins.—The method has not yet been extensively applied to 
veins. Limited experiments indicate that it is fully applicable 
though the serrations on the ring clamp may have to be modified. 

Experiments were done on the canine thoracic aorta 
because in size it matches the human carotid artery and 
because any undue delay in opening the circulation will 
be evident by renal failure or by spinal-cord damage. 
In four dogs, 3 in. lengths of homografts or heterografts 
were inserted into the descending thoracic aorta; this 
was accomplished with occlusion of flow for less than 
7 minutes in each case. The early version of the device 
was used for these experiments. These animals recovered 
without difficulty and remain well after several months. 

In two dogs the latest version of clamp (fig. 3) was used to 
insert 2 in. lengths of grafts into the descending thoracic 
aorta. This improved version proved successful, and circula- 
tion was restored within 4 minutes of the first occlusion. 
Unfortunately a defect in the respirator caused the death of one 
dog while the chest was being closed. The other dog remains 
well after several months. In a third, an unusually large thoracic 
aorta was successfully “ grafted” by use of suitably large 
ring clamps; this took 6 minutes, since each end of the 
replacement graft was anastomosed separately (not simul- 
taneously) because of poor access through a small incision. 
This animal remains well. 

Case-report 

As these experiments were encouraging, we decided 
to try the method clinically. 

The patient selected suffered from severe claudication in 
both calves, due to bilateral block in the superficial femoral 
arteries. At operation a homograft was inserted between the 
commencements of the superficial femoral arteries and the 
mid popliteal arteries; thrombendarterectomy was necessary 
for the upper part of each superficial femoral artery. As the 
available grafts were not long enough, two homografts were 
anastomosed together for each side. All the various anastomoses 
were end-to-end, and with the exception of the right upper 
anastomosis all were performed by the ice-cone method. The 
circulation on each side was reopened within a few minutes 
and maintained through the ring clamps while suturing was 
completed. On removal of the ring clamps there was negligible 
leakage through the suture lines and all anastomoses appeared 
to be of high standard. An excellent pulsatile blood-flow to 
both feet has persisted over the two months since this operation. 


The method thus proved satisfactory on the moderately 
thickened arteries commonly encountered in this class of 
patient, and it avoided stagnation of the circulation from 
prolonged occlusion of the main femoral artery. 

Though the use of a soluble obturator in arterial ana- 
stomosis is not a new conception, our ice cone has, we 
believe, considerable advantages over the dextrose rod 
recommended by Smith (1945). 


Summary and Conclusions 

A method of arterial anastomosis, designed to allow 
nearly immediate restoration of blood-flow, is described. 
It depends on the use of an ice shape and ring anastomosis 
clamps; it has proved very successful in dogs and has also 
given satisfaction in the one case of arterial replacement 
in man in which it has been tried. By this method a por- 
tion of artery may be replaced by a graft with only brief 
interruption of the blood-flow. 

Though the method has not yet been tried sufficiently 
for us to recommend its use, except tentatively, in man, 
it appears promising. It may offer a practicable means of 
anastomosing small vessels as well as large ones. 

The instrument is made by Messrs. Thackray, 10, Park Street, 
Leeds, who will supply it for experimental purposes; but we wish to 
emphasise that the method can not yet be generally recommended 
for use in man. The instrument incorporates important suggestions 
by Mr. A. B. Hallam, of Messrs. Thackray, who personally made 
the prototypes. We wish to thank him and Messrs. Thackray for 
their most valuable assistance in its development. 

We are indebted to Mr. D. P. Hammersley for the illustrations. 

REFERENCE : 
Smith, S. (1945) Surgery, 18, 627. 
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PiasTic bags for storing and transfusing blood were 
first introduced at Harvard Medical School in the late 
1940s to facilitate research projects in the fractionation 
of blood. The technique has since been developed com- 
mercially (Walter and Murphy 1952), largely as a result 
of the stimulus of the Korean campaign, and plastic 
equipment is now extensively used in the United States of 
America. The present investigation was undertaken to 
test the suitability of one type of this equipment under 
conditions in this country and to ascertain if the published 
reports on the superiority over glass equipment could be 
substantiated. 


Source of Materials and Methods 

The plastic bags were the ‘ Fenwal’ type manufactured 
by the firm of that name at Framingham, Mass., U.S.A. 
Fenwal bags are of the so-called type-1 design—i.e., the tube 
that leads from the donor is an integral part of the bag and 
remains attached to it once withdrawal of the blood has been 
completed. In the Fenwal system this donor tube may be used 
as a source of blood for cross-matching—i.e., it forms an 
“ integral’ pilot tube. Transfusions of blood from plastic 
bags were made with Fenwal giving sets, which resemble 
closely in basic design the experimental set tested by the 
Medical Research Council (1957). 

A study was made of the general suitability of the plastic 
equipment as regards handling, filling, storing, mixing, and 
delivering. 

In six healthy young adult males the survival of the 
individual’s own erythrocytes on reinjection into his own 
circulation was compared after storage in glass and in plastic. 
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In three of the subjects blood was stored first in plastic and 
then in glass and the order was reversed in the other three. 

The same anticoagulant, in the same proportion relative to 
the blood withdrawn, was used in the plastic and in the glass con- 
tainers. This anticoagulant was prepared according to formula 
A of the U.S.P. (dextrose 2-45 g., citric acid 0-8 g., trisodium 
citrate 2:2 g., water to 100 ml.). 75 ml. of this solution is 
contained in the plastic bag, and 60 ml. was transferred 
directly from a bag to the glass bottles used for the trial. In 
each case blood was stored for 28 days at the same constant 
temperature. 

The survival of red cells was measured with *'Cr (Mollison 
1956). The radioactivity in samples of blood was measured in 
a scintillation counter (Ekco Type N550). To estimate 
loss of labelled red cells from the subject’s circulation between 
the time of injection and withdrawal of the first (10-min.) 
sample of blood, the volume of red cells was estimated indirectly 
by the Evans-blue (T1824) technique of Crooke and Morris 
(1942) and from the dilution of *'Cr-tagged cells in the circula- 
tion, the 10-min. sample being used. ‘The red-cell volume 
measured by the dye technique was accepted as the “ true” 
figure and used in each case to calculate the 100% value for 
the °'Cr-tagged cells. 


TABLE I--WEIGHTS AND VOLUMES OF PLASTIC AND OF GLASS EQUIPMENT 








Apparatus Weight (g.) 
1 plastic bag with anticoagulant 6s ée be 113 
4 ar bags + airtight can od 580 
1 R.C. bottle-waisted pattern ‘with anticoagulant ole 590 
Volume (c.cm.) 
bY empty bags in airtight can in 4 pis 4014 
lass bottles va TA be 6227 


3 ull bags (approximately) a _ if De 3572 


Hematocrits were corrected for trapped plasma and body/ 
venous hematocrit ratio (Chaplin and Mollison 1952, Mollison 
1956). 

Results 

General suitability.—The equipment was no more difficult to 
handle than conventional systems. Weight-saving of a plastic 
bag over a bottle was very considerable, and volume-saving 
on full bags was slightly less than 50°, (table 1). 

Filling.—Ordinary gravity-filling was used. The bags are 
designed to hold 500 ml. of whole blood—more than is usually 
withdrawn in this country. Unless some means of weighing the 
bag is used (equipment for this is, of course, available), it is 
difficult to tell when the flow should be stopped. The time 
taken to collect 500 ml. of blood varied from 6'/, to 8 minutes, 
which compares favourably with the time required to filla 
conventional glass bottle. 

Mixing.—Blood stored in plastic bags proved as difficult to 
mix as that preserved in glass bottles. Table m gives the 
packed-cell volumes of representative samples of blood drawn 
from plastic and glass containers after the gentle agitation 
usually undertaken before administration. Blood from these 
containers, when fully mixed, had a packed-cell volume of 
about 40%. 

Delivery-rates.—Table 111 summarises the results of delivery 
trials under different conditions. The size of the tubing of 
the. giving sets is of more importance than the container in 
determining the rate of flow of blood under gravity. The 
performance of a plastic bag for pressure transfusion by hand 
is unsatisfactory compared with the standard equipment in 
use in this country, but again the difference is largely a result of 


TABLE II—PACKED-CELL VOLUME OF STORED BLOOD AFTER MIXING BY 
GENTLE AGITATION 


| Method of storage 





Subject no. 





Plastic Glass 
1 33-0 27-0 
2 27-0 49-5 
3 } ay | 13-0 
4 18-5 74-0 
5 29-0 
6 


29-0 45-0 


« 
TABLE III—-RATES OF FLOW 








_ Flow ( ml. 
per min.) 
Free gravity flow (135 cm. head, means of 4 I*bicod”tn 
lastic bag + plastic giving set (residual man in bag * 
ml. 
Same—with prefiltered blood (no residual) 66 
Standard bottle + giving set + standard slass-rubber set 
(filter in bottle) .. $ 
Standard bottle + plastic giving set. oa i ab 69 
Pressure infusions: 
2-handed pressure on plastic bag hd ba ov 155 
Standard bottle and chun cabber? set + sphygmomanometer . 
94 


Standard bottle + plastic giving set and sphygmomanometer 
bulb ." oti “ “f iA m% ba 116 


~All experiments used the National Blood Transfusion needle. 


the dimensions of the giving set. Squeezing a plastic bag is 
effective but tiring, and this experience is in accord with that 
of J. M. Howard in Korea (personal communication). 

Multiple transfusions out of plastic bags through the same 
giving set did not prove satisfactory. In one such case less 
than half the rate achieved with the first bag under conditions 
of force flow proved possible with the second. 

Red-cell survival.—Table Iv lists the 24-hour figures for 
red-cell survival 24 hours after transfusion. When a sample 
was not drawn at exactly 24 hours, this figure was derived from _ 
the survival curve. The survival of erythrocytes after storage 
showed considerable variation from one individual to another, 
as had previously been: reported by Mollison (1956) for glass 
containers. Nevertheless there was a close similarity between 
the survival of erythrocytes in the same individual when 
reinjected into his own circulation, whether they were stored 
in plastic or in glass, and it was clear that improvement in 
red-cell survival is not brought about by storage in plastic 
containers under the conditions of this test. 


Discussion 
The advantages claimed for plastic bags are: less weight 
and a smaller volume for storage; freedom from ir 
embolus in pressure transfusion; “integral pilot tube; 
disposability; and better preservation of blood. 


TABLE IV—PRRCENTAGE SURVIVAL 24 HOURS AFTER TRANSFUSION OF 
RED CELLS STORED BY DIFFERENT METHODS 


Method of storage 








Subject no. 
Plastic Glass 
ET LES LL Raa AER PER. # u 

1 64-0 62:0 
2 57-0 60-0 
3 81:5 87-0 
4 84-0 87-0 
5 57-0 61-0 
6 66-0 78-0 


Weight advantages for both empty and full bags are 
obvious, but it should be noted that the saving of space 
is nothing like so great as that of weight. Pressure trans- 
fusion is certainly free from air embolus but, unless special 
equipment for compressing the bag is available, it is slower 
than the conventional bottle methods. The integral 
pilot tube could be a real advantage, particularly to those 
who object to opening bottles for matching blood 
(Campbell 1956), Except under the conditions of war, 
the advantages of disposability will rest on cost, and at 
present the cost of plastic transfusion equipment is 
probably nearly twice that of conventional apparatus. 

It has been suggested that the overall design of the set 
(laminar flow, hemorepellent surfaces, and the absence 
of glass) favours the preservation of all the elements 
of the blood and in particular prolongs the storage 
life of the red cells. The clinical evidence for the first 
statement is scanty, and that for the second is based 
on three experiments by Strumia (1955) and by Strumia 
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et al. (1955), in which blood stored for 21 days showed 
better survival if stored in plastic than if stored in glass. 
These results were obtained from two autotransfusions 
and one transfusion with a compatible recipient and do 
not give a satisfactory estimate of the difference between 
plastic bags and glass bottles. Gibson’s (1956) figure 
of 10°, superiority of survival of red cells stored in plastic 
compared with glass is also based on an unknown number 
of experiments; Wall et al. (1953) found that red cells 
survived in vitro less well when stored in plastic than 
when stored in glass. 

Walter et al. (1957) have obtained 28-day survivals 
that correspond closely to those reported here and 
have claimed enhanced survival. However, without direct 
comparison between plastic and glass storage such a 
claim is difficult to substantiate, and the results of the 
present investigation suggest that, for all practical 
purposes, at the end of 28 days red cells stored in glass 
survive as well and are as satisfactory for expansion of 
red-cell volume as those stored in plastic. 


Summary 

A plastic bag for storing and transfusing blood was 
subjected to clinical trial. 

Its performance for routine purposes was in no respect 
superior to that of the conventional system, but its routine 
use would confer minor advantages such as freedom 
from the danger of air embolus. 

The post-transfusion survival of red cells was not 
improved by storage in plastic bags. 

We wish to thank the blood-transfusion research committee of the 
Medical Research Council for advice on planning the trial, and 
Prof. John Bruce for support and advice. 
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BASAL METABOLIC RATE IN OLD MEN 
AND RELATED DATA 


J. DouGLAs ROBERTSON 
M.D., D.Sc. St. And., F.R.C.P., D.P.H. 
CONSULTANT CHEMICAL PATHOLOGIST, THE WEST LONDON HOSPITAL, 
LONDON, W.6 
THERE are very few records of the basal metabolic 
rate (B.M.R.) of healthy men over the age of 90 years: 
in fact I have traced only two. Benedict and Root (1934) 
and Benedict (1935) studied one subject aged 91, and 
Kisé (1932) studied a Japanese aged 93. As Benedict 
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Basal metabolism chart of the ian (subj E). 


(1935) put it: “‘ The difficulties in studying the metabolism 
of normal people of advanced age can hardly be over- 
estimated. Complete co-operation from the subject is 
necessary and a hospital environment is prohibited— 
both features that contribute to increase the difficulties 
of securing suitable subjects.” For that reason, Benedict 
said, no further study of elderly men by the Nutrition 
Laboratory was planned. Aub and Du Bois (1917) could 
find no suitable subjects between 90 and 100 years old. 

I have studied five normal, healthy men aged between 
90 and 100. All were living at their homes, were ambulant, 
were leading perfectly normal lives, and were not under 
any form of medical treatment. For example, one was 
paying regular visits to his several clubs in London; 
one was speaking at city dinners; and the other three 
took regular exercise by daily walks. All of them co- 
operated excellently during the investigations. Three 
took transport to the metabolism department for the 
determination, and the other two were seen at their homes 
because they preferred to continue their custom of 
having breakfast in bed! The standard technique of 
measuring the B.M.R.—as described by Robertson 
(1944)—was strictly adhered to. The results are given 
in the table. 

In 1952 Robertson and Reid gave prediction tables 
for the expected mean heat-output in calories per square 
metre body surface per hour, and for men over 41 gave 
this formula: 37:405365 minus 0-06944 x age in years. 
For a person aged 95 (the mean of the series) this would 
give an expected mean of 30:8 calories per square metre 
body-surface per hour, compared with an observed 
value of 29-5. 

During the second metabolism reading, the pulse- 
rate of each subject was taken several times, after he had 
been at rest for at least forty minutes, and the lowest rate 
was recorded. The blood-pressure was taken after each 
subject had been at-rest for at least fifty minutes and 
after the metabolism readings were completed. 




















Basal Basal a ‘ 
: : Respiration- Heat production : 
Age Height Weight pulse- blood- . Heat production 
Subject rate pressure ome (calories per 24 hr.) (calories per sq. m. 
—|—-_—__-- -— - — — —-_--- — = T body surface per hr.) 
yr.) cm.) kg.) | (permin.)| (mm. Hg) (per min.) Total at | =o 
A 91 165 54:3 62 125/75 8 1073 19-7 | 673 28:1 
B 93 154 42:7 70 230/105 20 1055 24:7 765 318 
95 168 56:3 60 160/95 14 1166 20-7 715 29°8 
D 97 168 59°5 52 200/105 17 1120 18:8 666 27:7 
E 100 160 67-3 62 190/105 21 1220 18:1 718 29-9 
Mean 95 163 56-0 61 181/96 16 1127 211 705 29°5 














5 


mPmrmooemt o 


—_ (F hms 6P}lhUTDhUlU@ ~ 


—_ ~~ TF he «6 














8 FEBRUARY 1958 ORIGINAL 


ARTICLES 297 





Data on standard or basal blood pressure and pulse 
rate, as presently described, will be reported later on the 
Robertson and Reid B.M.R. standards (1952) which range 
from the ages of three to seventy-five years. 
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SICKLE-CELL TRAIT IN CENTRAL INDIA 
R. N. SHUKLA 
B. R. SOLANKI 
From the Department of Pathology and Bacteriology, Medical College, 
Nagpur, India. 

Tue incidence of the sickle-cell trait in non-Negroid 
ethnic groups of different parts of the world appears to be 
higher than was thought. The trait has been found in 
countries bordering the Mediterranean as well as in parts 
of the Middle East (Lehmann 1954). 

In India the sickle-cell trait has been noted in various 
regions. Lehmann and Cutbush (1952) reported, and 
Biichi (1953) confirmed, its presence in the Veddoids 
of South India. Sukumaran et al. (1956) found it in 
tribes of Western India, and Foy et al. (1956) in certain 
tribes of Eastern and Southern India. Stray cases have 
been reported from Assam (Dunlop and Mozumdar 
1952) and Uttar Pradesh (Bhatia et al. 1955).” 

Having come across several cases of sickle-cell disease, 
in quick succession, in Nagpur and surrounding areas, 
we tried to find out the local incidence of the trait. 


Materials and Methods 


As a first step, a survey was made among the adult 
labourers of the Model Mills, Nagpur. The people 
examined were selected at random, except that an effort 
was made to ensure that no two of them belonged to the 
same family. The labouring population hails from 
different districts within a hundred miles of Nagpur. In 
all, 1010 persons were examined. 

The presence of sickling was demonstrated by the method 
of Daland and Castle (1949). Fresh reducing solutions were 
made daily, and preparations were examined within two hours. 
All positive cases found on one day were re-examined the next 
day to eliminate false positives. Dried and strained smears of 
peripheral blood were examined in all cases for morphological 
abnormalities of red cells and for target cells. In cases showing 
target cells in dried smears and sickling in a wet sealed pre- 
paration, hemoglobin analysis was done by paper electro- 
phoresis and by alkali denaturation for confirmation. 

The results of the survey are given in the table. 


Most of the 1010 persons examined belonged to the 
local Marathi-speaking population. Sickling was present 
in Mahars, Kunbis, and Telis. The other groups— 

INCIDENCE OF SICKLE-CELL TRAIT IN CENTRAL INDIA 














No. of persons Incidence of 
Caste on. ioe A og positive for sickle-cell 

sickling gene 
Mahar ye wa 450 100 (22-2%) 0-12% 
Kunbi aid ie 116 11 ( 94%) 0-05% 
Teli .. oa {u 80 9 (11:3%) 006% 
Koshti as 46 0 
Gond + 53 0 
Mohammedan 68 i) 
Brahmin - 26 0 
Miscellaneous 171 0 

Total. . 1010 











Gond, Koshti, Brahmins, Mohammedans, and miscel- 
laneous groups including various other castes—did not 
show sickling., In Mahars the incidence of sickling was 
22:2% and in Kunbis and .Telis 9-4% and 11:3% 
respectively. Paper-electrophoretic studies in positive 
sickling cases showed the as pattern, confirming the 
presence of sickle-cell haemoglobin in the heterozygous 
form. 
Discussion 

The high percentage of the sickle-cell trait in certain 
tribes of India is of interest. It is generally agreed that 
the sickle-cell trait was not brought to these tribes by 
Negro-immigration. On the presence of the Negro race 
in India in prehistoric times conflicting views are held. 
Judging from the tribal population of the present day 
there is no weighty evidence in support of a Negro 
admixture. Most anthropologists agree that the earliest 
inhabitants of India were Proto-Australoids. There is 
evidence that, in the Western ‘coastal region, some 
infiltration of an African element took place during the 
8th to 10th century A.D. (Mozumdar 1944). But these 
involved only local mixing. They were Mohammedans, 
and it is not yet established what kind of Africans they 
were. For instance, if they were Somalis they would have 
been unlikely to have carried the sickling gene (Lehmann 
1954). Had there been a generalised assimilation of a 
Negro immigrant population in India, characteristic 
features would be met with more often in all parts of the 
country. The presence of the sickle-cell trait in various 
regions of India therefore cannot be due to mixture with 
Negroid blood. 

The Mahars, in whom we have demonstrated the sickle- 
cell trait, are widely spread in Maharashtra (see figure) and 
speak Marathi. 
They are in- 
cluded in the { 5 
scheduled Pd ( 7 
castes and arg Fa 2) Fd 
hereditary vil- 3 ? 
lage servants fs ; 
doing menial | -~ ¢ ° 7 
work. Owing 4 a 
to modern in- EE iY 3 : 
dustrialisation ‘ (ae ies 
they are now p 
concentrated 
mostly in the 
cities and are 
employed in 
textile mills 
and other in- 
dustries. On 





of omy 


~, 
~_ 





a 





wee” 











the basis of an- 

thropometric 

Py noe Distribution of Mahar 

ig gage 2 il Area covered by present survey 
° G3 Known foci of sickle-cell trait 

community 


occupying a position midway between the Marathas and the 
primitives. Their origin might be due to miscegenation of 
primitives of Maharashtra with Proto-Australoids or Veddoids 
of the South. Possibly they acquired the sickle-cell trait from 
the Veddoids in prehistoric times. The habits and customs of 
Mahars do not preclude the possibility of such infiltration of 
Veddoid blood. 

The Kunbis and Telis are different castes of Marathas. 
The caste status depends mainly upon the occupation followed. 
Kunbis are mainly agriculturists, and Telis are oil-pressers. 
According to Kurvey and Dandekar (1951) both belong to 
mesocephalic elements which came to India from the North- 
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West and settled in the broad fertile valleys of Central 
Maharashtra. Anthropologically they are totally unrelated to 
the dolichocephalic Veddoid or Proto-Australoid primitives of 
South India. 

The presence of the sicklfng trait in these castes is thus of 
great interest and raises important questions as to the method 
by which they acquired it. Normally social customs are such 
that they could not have got it from Mahars, and their origin 
from the Northern immigrants shows that the trait is not 
derived from their main ancestors. An independent mutation 
can always arise, but otherwise the only possibility left is that 
Veddoid blood may have found its way into these people in 
the same manner as to the Mahars, or, in South India, to the 
Todas and Badagas. A similar explanation of the presence of 
the sickle-cell trait in Mediterranean people is suggested by 
Lehmann (1953). Extensive anthropological studies about the 
presence of any Veddoid features in these people will be of 
great interest. It is now clear that the sickle-cell gene protects 
in some degree against the more severe effects of falciparum 
malaria. If the gene was introduced into an endogamous 
community by even a few individuals the gene frequency 
could have risen with every succeeding generation as the result 
of a slightly higher malarial mortality of the non-sicklers. 


Summary 
At Nagpur 1010 adult labourers of different castes 
were examined for the sickle-cell trait. 


In the Mahars, Kunbis, and Telis its incidence ranged 
from 9-4% to 22:2%. 

It is highly improbable that this trait was brought to 
India by Negroes from Africa. More probably the present 
population acquired it from the primitive Veddoids or 
Proto-Australoids. 

We wish to thank the management of Model Mills, Nagpur, for 
permitting us to undertake this study, and we are indebted to Shri 
B. A. Sathe, labour welfare officer, Model Mills, and to Dr. J. Sood 
and Shri D. N. Hakim, without whose help it would have been 
impossible to complete the study: for technical help, our thanks are 
due to Shri V. G. Jog. Prof. J. B. Shrivastav, of the Medical College, 
Nagpur, and Dr. P. M. Bhandarkar, the dean, have authorised 
publication of this report. The survey was conducted with a grant- 
in-aid from the Indian Council of Medical Research. 
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Preliminary Communication 





INTRARENAL VARIATIONS IN HA:MATOCRIT 

Tue whole-body hzmatocrit is lower than that of the 
blood in large vessels, and the hematocrit in the kidney 
has been found to be only a third to a half of that in the 
large veins.'* Fahreus * showed that, because of axial 
streaming of corpuscles, blood flowing through smaller 
tubes contains a higher proportion of plasma. This 
“ streamlining ” effect on small-vessel hzmatocrit has 
been regarded by Pappenheimer and Kinter‘ as not 
adequate to explain fully the low hematocrit observed in 
the kidney; and they have suggested that the series of 
glomerular afferent vessels coming off the interlobular 
arteries constitutes an apparatus for drawing off the cell- 
poor peripheral layer of blood—a “‘ plasma-stripping ” 
effect, in consequence of which the juxtamedullary 
glomeruli would receive blood of low hematocrit, while 
the outer glomeruli would receive blood of progressively 
higher hematocrit. Since the blood supplied to juxta- 
medullary glomeruli pursues a later course separate from 
the cortical circulation,’ it appeared of interest to see 
whether the hematocrit differs substantially in different 
zones of the kidney. If streamlining were the predominant 
mechanism, the hematocrit would be low in zones con- 
taining many small vessels; whereas Pappenheimer’s 
plasma-stripping effect would allow of the occurrence in 
quite large vessels of blood of low hematocrit, determined 
by its site of origin in the juxtamedullary glomeruli. 

INVESTIGATIOn 

Methods 

After exposure and gentle freeing of the kidneys and renal 
pedicles under pentobarbitone anesthesia, dogs were given 
intravenously a suspension of their own erythrocytes, previ- 
ously labelled with ™P, in saline containing 11] jabelled 
human ary a ues ‘After ten minutes to allow a ae 
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distribution of the injected cells and albumin, a blood sample 
was taken, the renal artery and vein were simultaneously 
ligated and divided, and the excised kidneys were frozen in a 
CO,-ethanol mixture. The renal pelvis was then cut away to 
expose the tip of a papilla, and a core of kidney from papilla 
to cortex was removed in a cork-borer. The frozen core was 
extruded by a screw, and seriai sections 1-2 mm. thick were 
placed on plastic discs and weighed. The amount of **P and 
181] in each slice was calculated after appropriate radioactivity 
measurements, and the relative amounts of **P and I in the 
sample of venous blood were also determined. From these 
results was calculated for each slice the hematocrit percentage 
sp /(*2P + 181]), and the “ vascular volume ” (sum of the spaces 
occupied by cells and plasma). 
Results 

Our findings will be reported in detail elsewhere, but the 
general pattern is shown in the figure, which represents the 
mean results obtained from 13 kidneys treated in this way 
(single kidneys with thin slices from 5 dogs, both kidneys with 
thicker slices from 4 dogs). The hematocrit in each zone has 
been expressed as a percentage of the large-vessel hematocrit 
of the dog from which the kidney was taken. The inner zone 
of cortex contained blood whose hematocrit was significantly 
higher than that in the outer zone of cortex (P<.0-01); and the 
blood in the cortex (both zones) was of higher hematocrit than 
blood in the medulla (P<0-001). For the series of 13 kidneys, 
the corticomedullary hematocrit difference was positively 
correlated with the difference in hematocrit between inner 
and outer cortex. The differences in hematocrit were not 
related to variation in “ vascular volume ” or to the presence 
of visible large vessels. 

DISCUSSION 

The observation that the hematocrit is lower in the 
outer cortex than in the inner cortex can probably be 
explained by the preponderance in the outer cortex of 
small vessels, in which streamlining alone would lead to 
a low hematocrit. Our observations on the distribution of 
hzmatocrit within the cortex clearly give no support to 
the view that because of plasma-stripping the more 
superficial glomeruli receive blood of high hxmatocrit; 
but equally they do not exclude this possibility, since the 
technique used cannot differentiate between the small 
amount of blood in the glomeruli and the much larger 
amount in the peritubular capillaries. 
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Our finding of a low hematocrit in the medulla seems 
to us much more conclusive evidence that streamlining 
effects. must be supplemented by plasma-stripping effects, 
as suggested by Pappenheimer. The .vasa recta of the 
medulla are large vessels, and so might .be expected to 
contain blood of a relatively high hematocrit; our finding 
that the hematocrit in this zone is in fact the lowest in 
the kidney suggests that these vessels have been supplied 
with blood which was of low hematocrit right at its 
source from the interlobular arteries. We think that this 
finding supports Pappenheimer’s view that blood of low 
hematocrit is drawn off into the juxtamedullary glomeruli, 
from which the vasa recta are supplied. 

Since red cells perfuse the kidney more rapidly than 
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plasma, and since the renal-vein hematocrit is similar to 
the renal-artery hematocrit, the existence of a (predomin- 
antly) plasma shunt must imply the existence elsewhere of 
a (predominantly) red-cell shunt.. This might be no more 
than the fast axial stream in a multitude of small vessels, 
or it might be a smaller number of large communications 
such as permit the passage of glass beads of up to 180u 
diameter.’ Our results cannot discriminate sufficiently 
between thése alternatives, but the finding of a higher 
hematocrit in the inner than in the outer cortex might 
suggest that the inner zone of cortex contains high- 
hematocrit arteriovenous shunts. There is a possible 
anatomical basis for this view in the large vessels of the 
“ arcuate sponges ” in this region.® 

Our main finding, however, is that the medulla contains 
low-hzmatocrit blood, though from the large size of its 
vessels blood of high haematocrit might have been 
expected. This finding is most easily explained on 
Pappenheimer’s hypothesis that low-hzmatocrit blood is 
“ stripped off” into the proximal branches of the inter- 
lobular arteries to supply the juxtamedullary glomeruli 
(and hence the vasa recta of the medulla). 

E. W. EMERY 
PH.D., B.Sc. Lond. 


A. H. GOWENLOCK * 
M.B., M.SC., PH.D. Manc. 








A. G. RIDDELL 
M.S. Lond., F.R.C.S. 
Eepienns of Siete D. A. K. BLACK 
University of > M.D., B.Sc. St. And., F.R.C.P. 
* Medical Research Council Clinical Research Fellow. 
Reviews of Books 





Burns Pathology and Therapeutic Applications 
SIMON SEVITT, M.D., M.SC., F.R.C.P.I., consultant pathologist to 
the Birmingham Accident Hospital and M.R.C. Burns Research 
Unit. ,London: Butterworth. 1957. Pp. 364. 37s. 6d. 

Burns may kill in various ways and postmortem examin- 
ation often shows little macroscopic evidence of the immediate 
cause of death, apart from the local lesion. Peripheral circu- 
latory failure, electrolyte disturbance, damage to kidneys, 
lungs, brain, or other tissues, ill-advised fluid replacement, 
toxic absorption of local applications, bacterial infection: these 
and many other factors may be involved. During the past 
twenty years much has been learned about these matters and 
many detailed studies are scattered through the world’s litera- 
ture. Dr. Sevitt is to be congratulated on collecting and col- 
lating this mass of information and condensing it into a book 
of readable size. He has had wide experience as pathologist to 
the M.R.C. Burns Research Unit in Birmingham, and the 
addition of his own observations and experimental work make 
this a book of exceptional merit: for the first time in English 
a detailed discussion of all branches of the pathology of burns 
appears in a single volume. ‘The book is divided into three 
sections: the local pathology of the skin; the mortality and 
causes of death; and the pathology of various systems 
organs. There are also additional chapters on burns 
other causes, including irradiation. 

Many more patients with extensive burns now survive 
shock phase only to die during the subsequent weeks, and it is 
during this period that the mortality-rate can still be reduced. 
The first requisite is a thorough knowledge of the complex 
changes in function which follow burning, and Dr. Sevitt’s 
book presents the available information clearly and concisely. 
It should be widely read by all those who have to deal with 
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The Clinical Application of Hormone Assay 
Joun A. LORAINE, M.B., PH.D., M.R.C.P.E., member of scien- 
tific staff, clinical endocrinology research unit (Medical Research 
Council), University of Edinburgh. Edinburgh and London: 
E. & S. Livingstone. 1957. Pp. 368. 30s. 


Tuts book has three purposes: to review existing methods 
of hormone assay; to discuss their clinical application; and to 
suggest lines for future application. The result, however, is 
largely a discussion on methodology for the assay of pituitary, 
placental, adrenal, and gonadal hormones, with a brief chapter 
on insulin. The thyroid and parathyroid hormones are not 
considered. 

The chapters on general principles in hormone assay and on 
pituitary gonadotrophins are particularly valuable, reflecting 
as they do the careful work of the Edinburgh group. The 
clearly written introductions to the other chapters are also 
helpful. Much space is devoted, however, to methods no 
longer in use and now only of historical interest. The present 
trend is to progress from bioassay to chemical methods and 
from relatively non-specific to more specific chemical proce- 
dures. In the corticosteroid chapter, for example, the cold- 
protection and mouse eosinophil tests could have been omitted, 
and methods for determining reducing or formaldehydogenic 
steroids curtailed to give space for a more critical discussion of 
the methods of Norymberski. 

Compared with methodology, much less space is devoted to 
clinical application. In part this is due to the inevitable delay 
in collecting results obtained with the newer and more reliable 
methods (as Dr. Loraine emphasises, their future application 
to clinical problems will be awaited with interest); but it is 
also partly the result of leaving out a good deal of published 
data which the clinical reader might expect to find in a book 
of this title. 


The Truth about Cancer 
CuHartes S. CAMERON, M.D. London: Hutchinson Medical 
Publications. 1957. Pp. 256. 30s. 


Cancer and Common Sense 
GEORGE CRILE, Jr., M.D. London: Robert Hale. 1957. Pp. 143. 
10s. 6d. 

Tue book by Dr. Cameron, who is medical director of the 
American Cancer Society, was written for the laymen of that 
country, and its style will be less familiar to British readers. 
There is a great amount of technical detail (the index lists 
almost a thousand topics) and some of the headings (retino- 
blastoma, acid phosphatase, and xeroderma, for example) seem 
a little incongruous in a “ popular” book. But it is very 
lucidly written, and its object is clear enough—the patient 
must be warned of the significance of certain “‘ danger signals ” 
and encouraged to act on them. 

Cancer and Common Sense is also from an American pen, 
but it is written with the British reader in mind (there are 
references to the National Health Service) and it is likely to 
be widely read in this country. Despite its brevity and simple 
style, it represents one of the most adult approaches to 
the subject yet published. Dr. Crile pays the reader the 
compliment of telling him some of the facts about cancer 
from which the layman is often shielded. “‘ Our present 
diagnostic tests are totally inadequate to detect internal cancers 
at a stage in which they can often be cured.” A study of 
doctors suffering from cancer showed that delay in diagnosis 
would not be appreciably reduced “ if everyone could be sent 
for four years to medical school.”” And Dr. Crile observes that 
at least one series of cases has been published which suggests 
that “it has not been proved that the survival rate of patients 
with cancer of the breast, using the five year survival as an 
index, is affected by treatment at all.” 

Someone who reads this book immediately after Dr. 
Cameron’s may be pardoned for feeling a little confused. But 
he will be heartened, not depressed, by Dr. Crile’s frank 
appraisal, for much of the fear which the word “ cancer” 
inspires is fear of the unknown. . 


Color Atlas of Dermatology 
Chief editor: GricHIRO HARADA, M.D., professor of dermatology, 
Tokyo Medical and Dental University. Tokyo: Kanehara 
Shuppan. London: H. K. Lewis. 2 vols. Pp. 100. £11 each. 

THis work contains about 200 colour photographs, mostly of 
full-plate size, depicting skin eruptions in Japanese. There are 
also some smaller plates, including a few photomicrographs, 
The material was selected by six professors from 2500 photo- 
graphs submitted from 31 clinics throughout Japan. Ten-line 
captions give clinical and laboratory findings, which are often 
superfluous. 

The pictorial standard is variable: yellows are overempha- 
sised, and definition has sometimes been lost through over- 
magnification from transparencies or imperfect alignment of 
blocks. The choice of subjects is not always happy: it is un- 
profitable to diagnose malignancies at such an advanced stage 
as is here represented; and some other conditions, although 
interesting to the specialist, are so rare as to be out of place in a 
relatively small collection. An index covering both volumes 
appears at the end of the second. Some of the material may 
be of value in postgraduate teaching. 


The Collected Papers of Hugh Trumble 
Editors: LEONARD Cox, M.D., R. S. Lawson, F.R.c.s., T. E. 
Cows, M.D. Alfred Hospital, Melbourne, in conjunction with 
Melbourne University Press. 1957. Pp. 302. 84s. 

Most British surgeons know Hugh Trumble as the originator 
of a method of arthrodesing the hip-joint by an extra-articular 
bone-graft. (This procedure was the basis upon which the late 
H. A. Brittain developed his operation, which is probably more 
widely practised today.) But Mr. Trumble has achieved emin- 
ence in several spheres besides that of orthopedics, as the 
many topics covered in this volume testify. In particular, he 
has won fame as a neurosurgeon, and his work on the autonomic 
system has commanded wide attention. 

This book gathers together 26 papers published during the 
last thirty-five years. The practical value of some, notably those 
concerned with bone and joint tuberculosis, has decreased with 
the passage of time: others, such as that describing the angio- 
matous malformations of the brain, are of enduring interest. 
Together they make an interesting and instructive tribute to 
a surgeon who “specialised” in many ways. 


Tumor Surgery of the Head and Neck 
Ropert S. POLLACK, M.D., F.A.C.S., clinical instructor in surgery, 
Stanford University School of Medicine. London: Henry 
Kimpton. 1957. Pp. 101. 37s. 6d. 

“ Heap and neck ” was, and probably still is, the anathema 
of the anatomy student because of its intricacies and the feat 
of memory involved in their command; so it is only on 
anatomical grounds that a specialty of head-and-neck surgery 
has arisen, for there is no biochemical nor physiological 
denominator to give it logic and we suspect that it becomes the 
special province of those who delight in anatomical dissection— 
partly through the default of those who do not. The mutilations 
required in radical cancer surgery of the neck and head are 
adequately described. The cancerous lesion most commonly 
requiring treatment in the head and neck must be epithelioma 
of skin or buccal mucous membranes, including the tongue; 
and while radiotherapy remains the chief method of treating 
it in this country this book’s appeal will be limited. 





A Handbook on Diseases of Children (8th ed. Edin- 
burgh: E. & S. Livingstone. 1957. Pp. 483. 27s. 6d.).—The 
new edition of Dr. Bruce Williamson’s elegant and handy volume 
is welcome, for it is concise, easy to read, and packed with 
information. Recent advances have been incorporated and this 
edition is as up to date as a yearbook. Some of the illustrations 
have an antique charm which reminds us not only of the 
pediatrics of bygone days but also of the great improvements 
in clinical photography. We cannot wholly suppress the hope 
that they will be retained. Perhaps the reproduction of some 
of the radiographs could be bettered for the next edition. 
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Since its introduction, ‘ Ilotycin’ brand erythromycin has established itself 
as a safe and potent oral antibiotic. Clinical experience has shown that it 
can play a vital part as a front-line weapon against a wide range of infections. 
* Ilotycin ’ has a penicillin-like-antibacterial spectrum, is powerfully bacteri- 
cidal, has negligible effect on the normal intestinal flora, and is fully effective 
by mouth. It has accordingly become the logical first choice after penicillin 
in the treatment of common infections. Recent reports have stressed the 
value of ‘ Ilotycin’ in treating the serious complications of influenza. The 
average daily dose is 1 Gm. increased in severe infections. 
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Because the use of an insoluble Palmitate ester 
of Chloromycetin* overcomes the problem 
of administering the bitter-tasting parent 
antibiotic to children who cannot swallow 
capsules. The palatable suspension evolved 
provides easy and flexible dosage and readily 
permits hydrolysis in the alimentary tract to 
release pure Chloromycetin. With these advan- 
tages Suspension Chloromycetin Palmitate is of 
exceptional value in the treatment of many seri- 


ous respiratory and gastro-intestinal infections. 
* TRADE MARK 


SUSPENSION CHLOROMYCETIN PALMITATE 


BOTTLES OF 60 ML. 


‘lp: PARKE, DAVIS & COMPANY LTD. (Inc. USA.) HOUNSLOW, MIDDX. Tel: Hounslow 236! 
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Septic Surgery 

AN expert in any job needs first-class equipment. 
HERMANN GEIGER is an expert who lands aeroplanes, 
for rescue purposes, on Alpine slopes. This, like a 
surgical operation, is difficult and dangerous. Mr. 
GEIGER, though he naturally likes to have his aero- 
plane in perfect condition, says that “ Accidents are 
caused by imprudence or clumsiness of the pilot. 
Discipline in the Alps must be extreme”.! There is 
a lesson here for those of us who practise surgery and 
its allied skills. Much has been lately said about the 
buildings and equipment needed to prevent infection 
of surgical wounds. Indeed, medical administrators 
cannot escape some responsibility for the present 
frequency of wound sepsis until better conditions for 


surgery have been provided; but this does not mean that - 


those who need these facilities should meanwhile blame 
their tools and disclaim responsibility for accidents. 
Modern studies on the bacteriology of air encourage 
surgeons to ask for pressure-ventilation equipment in 
their operating-theatres. This greatly reduces the risk 
of airborne infection, but even without it a surgical 
team can do much to reduce that risk. Important 
sources of infection in the theatre are unsterilised 
fabrics, especially blankets, and clothing which, even 
through a surgical gown, scatters contaminated particles 
when the wearer moves. Few surgeons now allow 
woollen blankets in their theatres, and some demand 
abolition of these insanitary objects from the wards as 
well. Yet we still see in the theatre people who have not 
changed from their ordinary clothes or uniform into 
clean theatre garments before putting on a gown. 
Many hospital workers are carriers of Staphylococcus 
aureus; and Hare et al.” * now find that some of these 
are especially active “‘ shedders ” from whom staphylo- 
cocci pass through clean clothing and contaminate 
the surrounding air. Professor HARE has shown, too, 
that the perineum is a serious source of staphylococci 
from people who do not carry this organism elsewhere. 
Regular tests to reveal cafriers and shedders may not 
appeal to many members of the theatre team, who 
should, then, not omit a bath or shower as an immediate 
preliminary to every day’s work. During most operations 
activity is great; nurses and anesthetists hurry to and 
fro, and in a recent symposium on hospital infections 
BLowers ‘ noted that often 50 or 60 exits are made from 
the theatre during an operation. Correction of these 
and other faults reduced the risk of airborne infection 
almost as much as did the installation of a new ventila- 
tion system, and the two measures together reduced 
the risk further than had either alone. It is, then, 
a surgeon’s responsibility to make no incision until 





hovea, Jan. 26, 1957. 
» Thomas, C. G. A. Brit. med. F. hi ii, 840. 


i. 

2. 

3. Hare’ R Ridley, M. ibid. Jan. 11, 1958, 

4. Blowers, Rin Hospital Coccal Infections: a symposium arranged by the 
Association of Clinical Pathologists. In the press. 


everyone in the theatre is properly clothed and prepara- 
tions are such that no-one need leave the room during 
the operation. Whatever may be the risk of infection 
from a Staph. aureus carrier it is greatly exceeded by 
that from an actual lesion. A purulent lesion on the 
hand or forearm is an absolute bar to any “‘ scrubbed ” 
duty at an operation. 

Howe * reminds us that “ Wound suppuration is the 
septic decomposition of necrotic tissue, blood clot 
or serum... Wounds closed with accurate hemostasis, 
without tension or dead space and with a minimum 
of crushed cells, seldom become infected. ...” He 
also underlines the need to segregate patients whose 
wounds, despite these precautions, become septic. 
Barrier nursing has seemed of little value in recent 
outbreaks; and when separate accommodation is 
provided, as it should be, it must be used even for 
trivial sepsis despite the inconvenience. 

The revelation by Bowie *® that 90% of Britain’s 
sterilising equipment is out of date may lead to many 
demands for replacement. Yet much of this equipment 
is capable of effective sterilisation if loaded with properly 
packed containers and operated by staff who under- 
stand how it works as well as knowing which knobs 
to turn. Few surgeons or theatre sisters could read a 
recent textbook on sterilisation’ without becoming 
aware of some defect in their existing procedures. 
Claims for new autoclaves are hardly justified unless 
existing equipment is being properly used and its 
inefficiency is confirmed by reliable tests. Labor- 
atory tests of sterilisers are not as simple as was once 
believed. But Howte® has given clear advice on these; and 
Dr. KELSEY, whose article appears on p. 306 this week, 
finds as did Howtk, that a chemical indicator is preferable 
to bacteriological examination in testing for spores. 

Some of the procedures we have discussed involve 
breaks with familiar ritual. Every surgeon expects to 
change his operating technique to take advantage of 
improvements that come to his notice; and there is 
no reason to adopt a different attitude to aseptic tech- 
niques. Many discoveries that jnfluence the practice of 
asepsis are made in subjects that rarely come to the 
notice of a busy surgeon. This difficulty can be over- 
come by the creation of local cross-infection committees 
composed of surgeons, physicians, anesthetists, bacterio- 
logists, and nurses who will consult, when necessary, 
the hospital engineers, administrators, and architects, 
the Public Health Laboratory Service, and the medical 
officer of health if these are not already represented 
on the committee. The duty of such a committee is 
to collect information on the frequency of hospital 
infection, and on local defects of equipment and pro- 
cedure, and to make suggestions for improvement. No 
conscientious clinician will regard this as interference 
with his right to choose his own methods. He will 
bring his problems to the committee and offer it advice 
based on his own experience. An energetic committee 
will find no shortage of | work. 





“5. Howe, .c. "W. An Ann. § Surg. 1° 146, gs 
ri Bowie, J. H. Pharm. 7. ‘oss, "Yaa, 473, 48) 
7. Perkins, Ww, Principles and ’ Methods “of Sterilisation. Oxford, 1956. 
8. Howie, J Timbury, M. C. Lancet, 1956, ii, 669. 
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Tuberculosis and Physique 


ManlIFEsT tuberculosis is likelier to develop in tall 
thin men than in short fat ones.' 2 PALMER et al.* have 
studied the incidence of tuberculosis in more than 
68,000 Navy recruits in the U.S.A. for an average 
period of four years after admission to a training- 
centre. Tuberculin skin tests were undertaken at the 
start of the period in all of them, and the height and 
weight of a random sample of 1138 were also known. 
Among this sample the distribution by height and 
weight of the group with tuberculin skin sensitivity 
did not differ materially from that of the group without 
it, and those with large reactions had much the same 
body-build as those with small ones. The presence or 
intensity of sensitivity appeared, therefore, to be un- 
related to height or weight. But the incidence of mani- 
fest tuberculosis in the next few years was much greater 
in tall men and in those considered underweight. 
Thus the annual rate per 100,000 was 63 for men 
6 feet or more in height, but only 21 for those less than 
5 ft. 6 in.; it was 30 for the group within 5°% of the 
“ standard ” weight for their height, and 75 for those 
15°% or more underweight. As in an earlier study,‘ 
the rates were much higher among those with tuber- 
culin skin sensitivity at the start than among those 
without this—157 among positive reactors and only 
29 among non-reactors. In the reactors the annual 
rates for the four years were much the same, indicating 
an almost uniform incidence of extension of disease; 
but in the initial non-reactors the rates rose from 6 
per 100,000 in the first year to 40 in the fourth—an 
expression of the cumulative risks of becoming diseased 
and of the disease extending. 

It is, of course, not. surprising that the risk of tuber- 
culous lesions being discovered clinically or radio- 
graphically is greater in those with tuberculin-sensitive 
skins; for it seems probable that in most cases a positive 
tuberculin reaction indicates the presence of living 
tubercle bacilli in the body, and it is to be expected 
that, in circumstances where the risk of infection is 
small, more of the already infected should become 
manifestly diseased. The distinction between the 
“ infected ” and the “ diseased ” is indeed an artificial 
one. A person infected with tubercle bacilli is, according 
to the recognised, though ill-defined, meaning of the 
word, “ diseased”. When infection was almost uni- 
versal in adults and “ disease” was recognised only by 
clinical means, it was convenient to separate the clinically 
well from the clinically unwell and call the one 
“* infected ” and the other “ diseased”. Later, with 
radiology, it became possible to distinguish among the 
clinically well a group with radiographic abnormalities ; 
and these also became “ diseased ”’, the residuum of the 
“infected” now containing those with positive skin 
tests but without discovered lesions. This classification 


1. Long, E. R., Jablon, S. Tuberculosis in the United States Army in 
World War II: an epidemiological study with an evaluation of X-ray 
coreumins. Veterans Administration Medical Monograph. Washington, 
D.C., May, 1955. 

2. Berry, W. T. C., Nash, F.A. Tubercle, Lond. 1955, 36, 164. 

3. Peet C. E., Jablon, S., Edwards, P. Q. Amer. Rev. Tuberc. 1957, 76, 
517. 


- 


4. Medical Research Council. Brit. med. J. 1956, i, 413. 


sufficed as long as there was no means of preventing the 
“infected” from becoming “ diseased”, other than 
by raising or maintaining the general level of nutrition— 
turning tall thin men into fat ones. Now, however, 
antibacterial drugs offer at least a possibility of prevent- 
ing extension of lesions, and even of killing all the bacilli 
in them. There may, therefore, be a case for classifying 
all those infected with tubercle bacilli as diseased; 
this would at least help to clear away some of the mis- 
leading jargon that has accumulated around tuber- 
culosis. The “tuberculin converter” might then be 
recognised as one in whom tuberculous lesions have 
recently developed—a diseased person. 


Sudden Deafness 


THE rapid onset of severe deafness is always alarm- 
ing, whether it affects both ears or only one. The onset 
may be instantaneous, or hearing loss may progress 
over hours or days. A roaring tinnitus may accompany 
the deafness, and vertigo is not uncommon. Apart 
from the cases associated with infection of the middle- 
ear cleft, sudden deafness is nearly always due to 
affection of the neural apparatus of hearing—either 
the cochlea itself or the auditory nerve and its con- 
nections. Toxic neuritis may be caused by any of 
several infections, including measles, scarlet fever, 
mumps, typhus, and herpes. The deafness of mumps, 
although severe, is characteristically unilateral; and 
it may therefore be long unsuspected, especially in 
young children. The origin of the deafness is further 
obscured when the initiating illness takes a subclinical 
form. In otitic herpes perceptive deafness may be 
accompanied by other symptoms, such as earache, 
facial palsy, and vesiculation in and around the affected 
ear. Nerve deafness may appear quite suddenly in 
suppurative labyrinthitis or meningitis; and congenital 
syphilis (although now fortunately rare) is a further 
cause. Sudden deafness may also result from an 
anaphylactic reaction to the injection of a vaccine; and 
in 2 patients seen by HALLBERG! at the Mayo Clinic 
a bee-sting was thought to be responsible. Transfusion 
with rhesus-incompatible blood has been named as a 
cause by FOWLER ®; and a further cause is spontaneous 
hemorrhage into the labyrinth in such blood dyscrasias 
as leukemia or hemophilia. A traumatic origin is 
usually obvious, especially where deafness follows 
fracture of the base of the skull. Nearly always deaf- 
ness from these causes is sudden, severe, and permanent. 
By contrast the deafness of Méniére’s disease tends to 
fluctuate greatly and to take second place, at least in the 
patient’s estimation, to the crippling attacks of vertigo. 
Hysteria is a rare cause of sudden deafness; but its 
possibility should be kept in mind, especially where 
the deafness is bilateral. Malingering should be sus- 
pected in the potential litigant, who usually feigns 
unilateral deafness. 

FowLer remarks that sudden deafness of unknown 
origin is commoner, in his experience, than sudden 


1. Hallberg, O. E. ¥. Amer. med. Ass. 1957, 165, 1649. 
2. Fowler, E. P. Ann. Otol., &c., St. Louis, 1950, 59, 980. 
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deafness of known origin. “‘ Sudden unilateral or bilateral 
impairment of hearing”, says HALLBERG,® “is a 
symptom, not a disease’; and it behoves us to seek a 
cause, especially as treatment may succeed if the 
mechanism is understood and the patient is seen early. 
HALLBERG records his experience of 178 patients with 
sudden deafness who were seen at the Mayo Clinic in the 
five years from 1949 to 1953. No apparent cause was 
found in 89 of these; all had perceptive deafness, 
usually of the end-organ type, with loudness recruit- 
ment. This finding is compatible with the commonly 
held view that most of ‘these cases are caused by a 
vascular lesion; the cochlear (and the vestibular) 
branches of the internal auditory artery are end- 
arteries, and thrombosis, hemorrhage, or vasospasm 
could therefore affect the sense-organ, producing 
total or partial sudden deafness. FOWLER? noted 
that 77% of his patients with sudden deafness were 
under 40 years of age. In 23 out of 26 cases there was 
a history of emotional episodes preceding the deafness. 
Such episodes, he added, are known to affect the 
neuromuscular mechanisms through the responses of 
the autonomic nervous system, leading to vascular 
contraction, “ sludging ” of the blood, and eventually 
congestion, oedema, local anoxia, and leakage from the 
capillaries; these factors might be the cause of sudden 
deafness. LinDsAy and ZuIDEMA ‘ described a further 
16 cases in only 4 of which the cause was known. In 
the majority of the remaining 12 cases both auditory and 
vestibular functions were involved; several of the 
patients were under the age of 30. Linpsay and 
ZUIDEMA concluded that vascular occlusion was an 
unlikely cause. On the other hand, MOULONGUET 
and BoucHE® described a single case in which the 
evidence of vasospasm was strong. Deafness developed 
suddenly in the right ear of a young man a few hours 
after he had received an injection of an “ orthobiotic ” 
serum. Four days later an audiogram showed a loss of 
65 decibels, in the speech range, in the affected ear; 
the Rinne test was positive and recruitment was demon- 
strated by Fowler’s binaural loudness-balance test. 
On the assumption that the deafness was due to arteriolar 
spasm, the patient was given sodium nicotinate intra- 
venously. Peripheral congestion followed, and three 
hours later the hearing returned to normal. Of the 
89 patients with sudden deafness which HALLBERG 
classified as probably of vascular origin, about a quarter 
were hypertensive, arteriosclerotic, or both, with hyper- 
tensive changes in the ocular fundi. The majority 
of the 89 were in the older age-group, and the age 
distribution accorded fairly closely with that of coronary 
occlusion. HALLBERG found some evidence that such 
patients were abnormally susceptible to other types of 
vascular accident later in life. 

“In such a fine mechanism as that of the end-organ 
of hearing”, says HALLBERG, “irreversible changes 
may take place quickly”. It is not surprising, therefore, 
that the results of treatment have been disappointing. 


3. Hallberg, O. E. Laryngoscope, 1956, 66, 1237. 
4. Lindsay, J. R., Zuidema, J. J. ibid. 1950, 60, 238. 
5. Moulonguet, A., Bouche, J. Ann. Oto-laryng. 1952, 69, 71. 








But some hope may be held out if help is sought early. 
HALLBERG recommends the administration of nicotinic 
acid in large doses on account both of its vasodilator 
effect and of its apparent tendency to reduce the blood- 
cholesterol level. 





Annotations 





RISING COSTS 


CAPITAL expenditure on hospitals is the subject which 
the Comptroller and Auditor General has chosen this 
year as the chief topic of his review of the National Health 
Service finances. He begins by recalling that the 1956-57 
estimates provided for this purpose £12'/, million for 
England and Wales and £2'/, million for Scotland, and 
goes on to describe the theoretical pattern by which this 
money is allocated, with hospital boards seeking the 
Ministry’s consent for works estimated to cost more than 
£30,000 and the Ministry seeking the Treasury’s sanction 
for schemes costing more than £60,000. To this exposition 
he adds a real-life story. “‘ Among the major works now 
in progress in England ”, he begins, “is a scheme for 
adaptations and new construction at a teaching hospital ”’. 
He retains this discreet anonymity throughout his tale, 
but the more forthright methods of the daily press * have 
made it clear that in fact he is writing about the United 
Oxford Hospitals. 

In 1955, it seems, the Treasury approved building 
projects for the board of governors of this hospital at an 
estimated cost of £434,000. By 1956 the Treasury was 
being informed that the estimate was now £815,000 and 
that the board had started “‘a considerable amount of 
work without the Ministry’s prior authority”. The 
original scheme had changed considerably, but the 
Ministry “was satisfied that the scheme in its new form 
was a good one and could not be appreciably reduced in 
cost. The Treasury acquiesced, and the board was 
allowed to proceed but asked henceforth to follow normal 
procedure. But the latest news the Ministry had to 
offer was that the estimated cost had risen to £1 million, 
and that the board had again accepted a contract for work 
not approved by the Ministry. Since, however, authority 
would have been given, had it been sought, the Ministry 
sensibly did not withhold it as a result of an administrative 
misunderstanding. 

The responsibilities and opportunities which face the 
Oxford board have lately been set out in the chairman’s 
stimulating report on the future development of the 
hospital.*? The Radcliffe Infirmary and its sister hospitals 
not only provide general medical services for 1'/, million 
people, and specialist services, such as plastic and neuro- 
logical surgery, for some 5 million, but also are‘ associated 
with a rapidly expanding medical school and have to offer 
the new Nuffield professors facilities for clinical research 
and teaching. 

Whatever moral the Comptroller’s tale may have been 
intended to point, it certainly shows how difficult it is to 
follow a prearranged pattern in a world of rising costs and 
changing plans. 


1. Civil Appropriation Accounts (Classes I-v) 1956-57. H.M. Stationery 
Office. Pp. 340. 20s. 





2. See Times and Manchester Guardian, Jan. 30, 1958. 
3. See Lancet, 1957, i, 732. 
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ALLERGY TO COW’S MILK 


THE symptoms of severe allergy to cow’s milk, are 
dramatic and often alarming. Many pediatricians claim 
that such allergy is rare. Vendal,' for instance, found 
only 23 definite cases in the four children’s hospitals in 
Stockholm in the years 1919-47. Others maintain that 
colic and vémiting in young children are often due to 
allergy to cow’s milk. 

Backman and Dees * have investigated the frequency 
of this disorder in young infants. They observed 403 
infants attending well-baby clinics; at one year of 
age 360 patients were still under observation. Strict 
criteria were adopted. A baby was considered to be 
allergic only when ingestion of small amounts of cow’s 
milk was regularly followed by (a) eczema, papular 
urticaria, asthma, or non-infectious rhinitis, or (6) 
gastrointestinal symptoms (vomiting or diarrhoea); these 
reactions must be reproducible on repeated exposure to 
cow’s milk over a considerable time, and absent when 
there was no contact with milk. Of the 403 babies 99 
were fed exclusively on breast-milk for the first month; 
41 had breast-milk plus evaporated-milk supplement; 
and 263 had an evaporated-milk formula. After the age 
of one month various types of food were added to the 
diet. Of the 304 artificially fed infants 4 had definite 
allergy to cow’s milk. 2 additional infants developed 
rashes but were not definitely proved to have allergy. The 
symptoms in theallergic infants were colic (2), diarrhoea 
(2), wheezing (1), rash (1), frequent “‘ colds ” (2); they 
occurred alone or in various combinations. In each the 
symptoms were present by the age of three months; in 
most by the age of one month. The symptoms recurred 
when the milk was reintroduced into the diet. By fifteen 
months of age, 1 of the 4 children was being fed on cow’s 
milk without symptoms, 1 was asthmatic, and the 2 others 
were having symptoms suggesting that allergy to milk 
was still present. 52 of the group of infants were of the 
crying colicky type, but only 2 of these were allergic to 
cow’s milk. This seems to support the view of many 
pediatricians that colic is only rarely due to milk allergy. 
Although wheezing was present in 40 of the group at 
some time during the first two years, this could be attri- 
buted to cow’s milk allergy in only 1. Scratch tests were 
negative in 66 of the 72 infants tested. No correlation was 
noted between positive tests and allergic symptoms; 2 
negative reactors had severe milk allergy. Backman and 
Dees point out that the results of their such tests agree 
with the generally accepted view that skin tests cannot be 
relied on to differentiate the very young allergic infant 
from his healthy contemporary. 

Backman and Dees also studied 172 infants under two 
years of age referred for allergy studies during the same 
period. Only 109 were found to have allergic disorders. 
By the same criteria as in the well-baby group, 33 of the 
109 were sensitive to cow’s milk. Eczema was the com- 
monest symptom due to milk sensitivity. Next in fre- 
quency were gastrointestinal symptoms. Respiratory 
symptoms (mild asthma and rhinitis) were least common. 
All the 33 milk-sensitive infants also gave positive scratch 
tests to milk, but 4 non-allergic infants also gave positive 
scratch tests. Thus in allergic infants under two years of 
age, as opposed to non-allergic infants, the incidence of 
allergy to cow’s milk was high, being present in 1 in 3 
patients of the series. 





‘1. Vendal, S. Acta pediat., Stockh. 1948, suppl. 5. 
2. Backman, K. D., Dees, S. C. Pediatrics, 1957, 20, 393, 400. 


A comparable investigation was carried out by Collin- 
Williams * on 3000 consecutive private patients. Allergic 
infants or those suspected of allergy were excluded. Many 
of the babies were entirely breast-fed for the first few 
months of life. Evaporated milk was used almost exclu- 
sively for the artificially fed infants. Allergy was diagnosed 
on clinical evidence alone—the removal of milk from the 
diet producing complete remission of symptoms. Only 9 
definite cases of milk allergy occurred in the 3000 cases— 
an incidence of 0-3%. No cases of colic attributable to 
milk allergy were found. 

. These studies indicate that in the U.S.A. milk allergy 
affects about 1% of infants, and that it is much more 
common in the frankly allergic infant. A similar compre- 
hensive study in this country would be valuable since 
there is an impression that the incidence is much lower 
here than the American figures indicate. This might be 
due to the fact that the dried milks used in this country 
are less liable to give rise to allergy than evaporated milk. 


THE CONQUEST OF MALARIA 

Tue history of the world has been affected by malaria 
on many occasions. Malaria has caused the defeat of 
armies—it proved a terrible ally against the Japanese in 
New Guinea during the late war—and it is responsible for 
the isolation of all but the fringes of the African continent 
during all historical time. The conquest of the disease is 
certain to have far-reaching effects on the destinies of the 
peoples freed from its yoke. 

In an address to the Royal Society of Arts in London 
in December Prof. George Macdonald gave an account of 
the increasingly successful attempts to control malaria, 
and the world-wide measures which are being undertaken 
to eradicate it. Early attempts at control by the distribu- 
tion of quinine and other antimalarial drugs failed; the 
discovery of the role of the anopheline mosquito and the 
attack on its breeding-places by drainage and spraying 
were the first real landmark in the conquest of malaria. 
The safeguarding of the Suez canal, the building of the 
Panama canal, and the salvation of the Malayan rubber 
industry were patterns for many successful (and expensive) 
local campaigns. The cost of operations has been greatly 
reduced by attacking, not the larva, but the adult mosquito 
with efficient insecticides. If the transmission of malaria 
is interrupted by killing the vector in human habitations, 
at the same time removing the parasites from the blood of 
the inhabitants by chemotherapy, the disease disappears. 
The mosquitoes return, but there is no malaria because 
there is no source from which the mosquitoes can become 
infected. Such a state of “‘ anophelism without malaria ” 
is now to be found in Crete. Control was established in 
1945-48, and no spraying has been practised for the past 
nine years; there has been no recrudescence of malaria. 
It is necessary to ensure that the disease is not rein- 
troduced to a controlled area; and Professor Macdonald 
emphasised the need for planning, attack, surveillance, and 
maintenance, the greatest care being taken to ensure con- 
tinuity and efficiency at all stages of the campaign. 

The discovery of strains of anophelines which are be- 
coming resistant to the action of insecticides has made it 
clear that the time for an all-out attack on malaria is now. 
Up to the present, sixty-three countries, with a total 
population of 680 millions at risk, have declared their policy 
to eradicate the disease. In the Americas the majority of 
people are now protected; and malaria has virtually dis- 


3. Collin-Williams, C. ¥. Pediat. 39, 48. 
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appeared from the countries bordering the Mediterranean. 
The enormous administrative problems of control among 
300 million people in India are being resolutely faced. In 
Central Africa a good start has been made in French and 
Belgian territories and in Northern Nigeria and Angola; 
but eradication will be troublesome and expensive because 
of poor communications, administrative difficulties, and 
special problems associated with the high intensity of 
transmission. 

Professor Macdonald issued two salutary warnings. The 
first is that the amount of research devoted to the 
study of anopheline resistance to insecticides is infinitesi- 
mal compared with the efforts at eradication, which were 
inspired by the fear of it. There is need for a great deal of 
applied research into problems associated with the ex- 
pansion of public-health programmes, and the world as a 
whole has not yet learned to provide it. The second warn- 
ing is that the rapid increase of population in areas freed 
from malaria will raise new and serious problems, which 
are already evident in Ceylon and elsewhere. The increase 
is mainly to be found in rural populations, and, despite the 
increased area'of cultivable land resulting from the con- 
quest of malaria, a search for industrial employment is 
inevitable. Towns will grow rapidly, and capital invest- 
ment in industry, land development, and housing will be 
needed on an unprecedented scale. 

** The last decade,” said Professor Macdonald, “‘ has 
seen a greater change in the material state and outlook of 
people in tropical countries than any in past history. It is 
my conviction that this is no mere temporary surge, but 
the beginning of a movement which will be progressive, 
which will affect both tropical and temperate countries 
alike in many ways which may be good or bad, and which 
will be looked upon as one of the turning-points in the 
history of the world.” 


A MOULD FOR GOOD CITIZENS 

From a background of centuries of living in traditional 
patterns, with an unchanging social framework, millions 
of people were uprooted during the industrial revolution 
and thrown into new cities. The new urban masses lost 
their cultural and social framework, and were left with 
only “ their primitive obedience to unthinking instinct and 
their lack of any social obligation outside their narrow 
human circle.” Making this point in his Charles Russell 
lecture,' Dr. D. H. Stott said that Russell with his clubs, 
and his contemporaries with their schools, began to create 
a framework of civilisation for the youth of these urban 
millions. Their achievement was great (today no vast 
areas of our cities are unsafe for strangers), but the present 
resurgence of hooliganism is evidence that much must still 
be done. Unhappily, the youth-club movement, which is 
so important in this work, tends to be taken for granted 
and neglected by public and Government alike. 

The continuation of the industrial revolution in our 
time is leading to increasing use of machines and auto- 
matic control, and there is less and less place for the casual 
labourer or the worker who prefers an occasional unpaid 
day at home when he feels like it. Some will deplore this 
tendency because it seems to subjugate the individual to 
the impersonal interests of social organisation; but, as 
Dr. Stott observes, the tendency exists, and it is becoming 
harder for young men of low educational standard to find 
jobs. This is one reason for the surprising thirst among 


1. Present Needs in our Work Among Youth. By D. H. SToTT, M.A., PH.D. 
emorial 





Pp. 14. 9d. Obtainable from the Trustees, Charles Russell M 
Lecture, 17, Bedford Square, London, W.C.1. 


youths for the education which clubs provide; another is 
that “ young people just tire of mere recreation”’, One 
young man came to reading-classes after his girl-friend 
had jilted him because of his illiteracy; another brought 
his girl to the club to teach her to read. In less extreme 
cases the clubs are often more satisfactory than the county 
colleges as a means of continuing education after boys and 
girls have left school, because the club-worker has more 
opportunity than the college teacher of getting to know his 


‘pupils. School-teachers have made successful club 


workers, and Dr. Stott urges integration of the youth 
service into the wider educational system. The inspira- 
tion needed for club-work does not always burn for a 
lifetime; it should be easy for workers to enter and leave 
club service, and integration would help this. 

Besides their stalwart work for normal, if “ partially 
civilised ’’, boys and girls, the clubs have glone much to 
help delinquents. Dr. Stott considered the reasons why 
juvenile crime persists, despite better social conditions. 
One is that today’s “rebels without a cause” stand a 
better chance than those of fifty years ago of surviving to 
rebel another day. He does not agree that their outbursts 
stem from social frustration when they find they cannot 
get on in a world where “getting on” is thought 
important, or indeed that they think in such general 
terms at all; rather they are preoccupied with the amuse- 
ment of the moment and their immediate personal attach- 
ments. Their ties to their family and intimates are strong; 
but they do not conceive that those (outside this small 
circle) whom they injure may have feelings. Serious 
delinquency appears when some powerful disturbance of a 
boy’s feelings towards his family has made him ignore even 
the harm his misdeeds will bring on them. Delinquents 
are not “ sociological” or “‘ psychological”? but both. 

Can a youth club help such boys (or girls)? By giving 
them occupation and recreation it removes the urge for 
antisocial forms of self-expression; by education and 
instructidn it gives promise of a fuller life (and perhaps a 
better job), and helps remove that pattern of living by 
day-to-day whim which is one of the roots of delinquency. 
A club may well thus lead boys away from crime; but can 
it do anything for boys who are already hooligans? The 
first difficulty is to get them into the clubs; and some 
workers have managed this by associating with and 
befriending the leaders of gangs. Such leaders are rarely 
well-adjusted, but are usually unhappy youths needing 
emotional support, which a devoted, unromantic, and 
skilful worker can provide. Dr. Stott thinks that each such 
worker might rescue one or two boys a year from a life 
of crime. A special type of club is needed for these boys; 
it may serve as a stepping-stone to a club of more general 
type. The teacher and school welfare-officer can help by 
spotting potential gang-leaders and criminals at an age 
when they are still malleable. It is extremely important 
that no child, however ill-behaved, should be spurned or 
treated as a nuisance; if he learns to regard some adult 
(who has made him a special responsibility) as one of his 
intimate circle, he is unlikely to grow up without a sense 
of personal obligation. If that adult is a teacher connected 
with a club, the association may continue fruitfully for 
years, even till the boy marries—yet another argument for 
integration of school and club. 





Mr. GwYNNE WILLIAMS, consulting surgeon to University 
College Hospital, London, died on Feb. 3. 
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THE TESTING OF STERILISERS * 
J. C. Keseyt 
_ M.B. Cantab., Dip. Bact. 
LECTURER IN BACTERIOLOGY, LONDON SCHOOL OF HYGIENE AND 


TROPICAL MEDICINE 


ATTENTION has been focused recently on the efficiency 
of hospital sterilisers (Bowie 1955, Lancet 1956): Howie 
and Timbury (1956) and Scott (1957) have discussed the 
laboratory tests they have used at Glasgow. I thought 
it might be useful to see what information is already 
available about the relative thermal resistance of pathogens 
and of preparations commonly used for testing the 
efficiency of sterilisers. This information from the 
literature is set out in table I. 

Thermal death times are given for each organism, represent- 
ing the time required to kill a suspension of spores held at a 
given temperature. Where the authdr gave a range of times, 
the maximum has been taken. 

The thermal death time was estimated by heating suspensions 
either in sealed glass tubes in an oil-bath (Bigelow and Esty 
1920) or in an autoclave. Four items (M.3, M.4, S.2, and 
S.3 in which the method used was not stated are cited for the 
sake of completeness. 

Only tetanus and the gas-gangrene group of organisms were 
included among the pathogens, because these represent the 
main hazard in hospital sterilisation. The anthrax bacillus is 
comparatively sensitive to heat, and Clostridium botulinum 
is more the concern of the canning industry than of the medical 
bacteriologist. 

Table 11, shows the temperatures and exposure times 
recommended by Perkins (1956) to ensure sterility. 
Table 111 gives the temperature/time characteristics of 
Browne’s indicator tubes, type I (dressings) and type II 
(gloves), from data supplied by the patentee, Dr. A. W. 
Chapman. 

Fig. 1 shows the assembled data plotted arithmetically: 
it will be seen that Perkins’ safety schedule gives a 
reasonable margin over its rather limited range. The test 


*A report to the Medical Research Council Working Party on 
Steam Pressure Sterilisers. 

+ Present address: Public Health Laboratory, Peterborough, and 
District Memorial Hospital. 


mesophils are quite inadequate because they are less 
heat-resistant than the pathogens. The thermophils and 
soil samples range widely in their resistance from that 
providing a narrow margin of safety to that which would 
be an unreasonably exacting test for a hospital steriliser. 

Both types of Browne’s tubes give a margin of safety, 
except for temperatures below 110°C. This margin is 
wide with type-I tubes and narrower, but probably 
adequate, with type-II tubes. 

In fig. 2 a selection from the same data is plotted semi- 
logarithmically. 

Points representing observations on the same organisms 
at different temperatures are linked together. This method of 
plotting shows that related observations tend to lie on a 


TABLE 1I—PERKINS’ SAFETY SCHEDULE 


—— ; 


Temperature (°C) 





Exposure time (min.) 





132 2 
125 . 
121 12 
118 18 
116 sal . 30 


straight line, and that such lines tend to be parallel to each 
other. This was first pointed out by Bigelow (1921), who 
found that semilogarithmic plots of the thermal death times 
of spores tended to have one characteristic slope and those of 
vegetative organisms another. This relationship is widely 
used in the canning industry for computing heat processes. 
The slope of the curve is usually expressed as the z value, 
which is the number of degrees of temperature per tenfold 
increase of time (Baumgartner and Hersom 1956). The z 
values of those organisms for which more than one observa- 
tion is available are given in table 1 and range from 9°C to 
15°C. This degree of agreement is remarkable in view of the 
fact that the results plotted came from many authors working 
over a number of years and using different techniques. 

The very careful study by Bigelow and Esty (1920) of 
thermophils (H.2 in table 1), based on many observations, 
gives a z value of 10°C; this is the standard figure used by the 
canning industry for C/. botulinum, based on the work.of Esty 
and Mayer (1922). The corresponding values for Browne’s 
tubes are 26°C for type 1 and 23°C for type 11. Perkins’ 
schedule does not give a linear semilogarithmic plot, but a 
suggested safety schedule is plotted and labelled “ ideal 
indicator ”’ for reasons discussed below. It represents a series 
of time and temperature relationships which should ensure 


TABLE I-—-HEAT RESISTANCE OF ORGANISMS 











| 
Item | nar md Organism | Mean thermal death time (°C per min.) | Method | z value Reference 
| 
Tetanus: | | 
y A 24 | Cl. tetani | 100°/90’, 105°/25’ iit) 9-0 pay « ay | Maree (1922) 
T.2 ée we 32 ls 95° />60’, 100°/25’, 105°/10’ | = ; 12-0 eadlee (1931) 
Gas-gangrene group: r 
a % 1 | Cl. welchii | 105°/27° x a Esty and Meyer (1922) 
G.2 4 | > ” | 110°/10’, 105°/5’ _ | 13-0 Headlee (1931) 
G.3 ? ne - 107°/5’ . om ‘i Underwood (1934) 
GA on ie be 105°/5’ fx 5 Ecker (1937) 
G5 1 | Cl. histolyticum 105°/6’ i - Esty and Meyer (1922) 
G.6 + Cl. bifermentans 100°/45’, 105°/21’ ie, ae 15-0 9 20 2 
G.7 33 | Cl. sporogenes 100° 150’, 105°/45’, 110°/12’ | 9-0 9 ” 
G8 1 Cl. aedematiens 110°/15’ er és Ecker (1937) 
G9 o ha ” 110°/10’, 115°/4’, 121°/1’ A 11-0 Hoyt et al. (1938) 
es a 1 | Cl septicum 107°/5’ | A .. | Ecker (1937) 
Test mesophilic organisms: | 
M.1 oe ee ee | 1 | B. subtilis 101°/10’ | A M's ” 
M.2 1 | » » 100°/17’ | A nd Schneiter and Kolb (1948) 
) x eee oe y ? i be 104°/15’ ve a Perkins (1956) 
M4... és nied ? °° - 95°/35’, 100°/14’, 105°/6’ | ? 13-0 Williams (1929) 
Thermophilic organisms: 
6§lhaeeerw oe sel ? | B. stearothermophilus | 121°/12’ | ? * Perkins (1956) 
H.2 15 | “ Thermophils ” 100°/1320’, 105° pal 110°/225’, pee. | y 10 Bigelow and Esty (1920) 
| | 120°/23’, 125°/ , 130°) 3-5’, 135°/ ji | 
Samp. es soil: | | 
St * | Soil 115°/15’ | A Se Ecker (1937) 
$8.2 | |» ie 105°/420’, 110°/120’, 115°/15’, | ? 9-0 Konrich (1948) 
$.3 ; |» 106°/300’, 112°/60’, 121°/30’, 134°/10’ ee. e Walbum (1931 
S.4 %» | 120°/20’ ‘ow * as : =e D (1948, 














" 'T, tube method of Bigelow-and Esty (1920). 


A, autoclave. ® Did not give a linear curve. 
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TABLE III—BROWNE’S TUBES 


Time for complete colour change (min.) 





Temperature (°C) 








Type r Type 
130 64 34 
125 10 5¢ 
120 16 9 
115 25 15 
110 40 25 
105 62 40 


the death of the most resistant pathogen, with an adequate 
margin of safety. 
Experimental 

It was decided not to make any further estimates of 
thermal death times for pathogenic organisms, because 
the value of such tests is limited, in that they cannot 
readily measure the heat resistance of spores in natural 
materials without losing the precision obtained by using 
pure cultures and known numbers of spores. Further- 
more, the importance of such accurate estimates is less 
in medical sterilisation, where a substantial safety margin 
must always be provided to guarantee sterility beyond 
reasonable doubt, than in food processing, where it is 
important to devise very precisely a heat treatment that 
will, ensure a maximum proportion of sterile products 
with a minimum of spoilage due to overheating. 

It was, however, felt that a survey of the heat resistance 
of currently used spore preparations would be of value. 

A request for spore preparations was circulated to 457 
pathologists in the Weekly Summary of the Public Health 
Laboratory Service. 25 usable preparations were received, 
which make up the present series. Those that were already 
in envelopes were tested as they were received; the rest were 
transferred to small envelopes made of transparent paper. 
Tests were made by heating for various times at 100°C, 
110°C, and 121°C: tests at 100°C were made in a steamer, 
piped steam being used. At 110°C and 121°C tests were made 
in a domestic pressure-cooker modified to receive steam under 
pressure from a laboratory autoclave. Steam was admitted 
to the top of the cooker, and a continuous bleed from the 
bottom ensured the removal of air: by adjusting its flow 
accurate temperature control could be obtained. A mercury- 
in-glass thermometer was also fitted. 

These arrangements allowed the “‘come-up time” from 
100°C to be less than a minute for all test temperatures. 

Heated spore preparations were removed aseptically and 





<2 --- Perkins schedule 
— Browne's tubes 1&1 
Gas gangrene 7 
Tetanus 

Test mesophils 
Thermophils 4 
Soil 
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Fig. 1—Thermal death times plotted from the literature. 





cultured in broth at 37°C for five days, doubtful tubes being 
subcultured to blood-agar. One preparation, which contained an 
anaerobic spore-bearer, was cultured in cooked-meat medium 
for five days at 37°C and then subcultured to blood-agar 
aerobically and anaerobically. 

Control cultures of unheated spore preparations were set up 
and in each case growth was obvious overnight. It was thought 
possible that inhibitory substances might be released from the 
paper or from the gum of the envelopes. To test this point, 
at least one negative culture of each preparation was inoculated 
with a second and unheated spore “ paper”, and in each case 
growth took place overnight. 


Results 


The results are listed in table 1v and displayed in fig. 3. 
Also plotted in fig. 3 is the suggested safety schedule from 
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Fig. 2—A selection of data from fig. 1 plotted semilogarithmically. 





fig. 2. It will be seen that none of the preparations tested 
approached a satisfactory level of heat resistance. 


o Discussion 

Even with a perfectly designed and completely auto- 
matic steriliser and, correctly packed loads there will 
always be occasions when it is desirable to test the effi- 
ciency of the sterilising process. For this two methods are 
available—bacteriologieal test preparations and chemical 
indicators. 

Bacteriological Preparations 

Though in theory preparations of spores provide the 
more realistic test, in practice the results may be danger- 
ously misleading, unless not only the strain used but also 
each batch of spore papers has been tested for heat 
resistance. Mesophils are unlikely to provide an adequate 
safety margin, and thermophils may be too heat-resistant 
and lead to the needless rejection of a sterilisation pro- 
cedure. Even with a preparation of suitable heat resist- 
ance there must be a delay of several days before the 
results are known. 

Soil samples are very variable, are often much too 
resistant, and ‘offer certain cultural difficulties due to 
unidentified growth factors, if attempts are made to 
plate doubtful positives on to solid media (Bryce 1955). 

These considerations suggest that bacteriological 
preparations are not suitable for routine use, and should 
be kept for assessing new techniques or equipment, for 
research purposes, and for those occasions when a 
rigorous “‘ full-dress ” inspection is needed for administra- 
tive or forensic reasons. For such purposes only standard 
preparations of spores of known heat resistance should 
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Fig. 3—Heat resistance of 25 spore papers in current use for testing 
sterilisers : hatched, spores killed ; stippled, spores survived. 

be used, and ideally these should be provided by a 
reference laboratory or should be available commercially. 
Until such standardised preparations of spores are to be 
had, some method of testing “ home-made” ones is 
needed. 

It is easy to measure survival at 100°C by using a steamer or 


. 


TABLE IV-—-HEAT RESISTANCE 


OF, 25 PREPARATIONS OF SPORES 


a boiling waterbath. If a z value of 10°C is assumed and a 
survival of five minutes at 121°C is taken to offer a reasonable 
margin of safety, the semilogarithmic plot shows that a survival 
of six hundred minutes is to be expected. If 121°C for two 
minutes is accepted as an dbsolutely minimal standard, a 
boiling-time of two hundred and sixty minutes is obtained. 
It would seem, therefore, that in the absence of adequate tests 
at higher temperatures (which would justify the acceptance 
of a higher z value than 10°C) a spore preparation that will not 
withstand boiling for at least five hours is unsafe as a test for 
a sterilisation procedure. 


Chemical Indicators 


The ideal chemical indicator should follow a tempera- 
ture/time curve which runs parallel to that of pathogenic 
sporebearing organisms but offset by a distance which 
allows a reasonable margin of safety. Fig. 2 suggests 
that it should have a z value of about 10°C and should 
pass through, for example, the 121°C/5 min. point. 
This would give it a thermal death time of about ten 
hours at 100°C. The indicator should show an unequi- 
vocal colour change which is completed suddenly at the end 
of the exposure time, and it should be stable in storage, 
cheap, and, if possible, sensitive only to moist heat. 

The one indicator readily available in this country, the 
Browne’s tube, does not fulfil all the ideal criteria given 
above, in that its margin of safety is probably too wide 


Experimental heat resistance 





Reputed heat 




















Expt. : | resistance 100°C 110°C 121°C 
no. Strain Min. Min. Min. 
| 
P : Sur- 
| °c | Min, | Sn 5 15 30 60 90 2 5 10, | 2 
1 | B.cereus,p,t .. “a — > ae a es ib ons =. a i i od Lia? ia 
| | _— 
2 | B. licheniformis, p, | | + + + + — — ea eo a ap —-— | -- 
++ | -- +- 
3 | B.anthracoides,c,e .. i7 100 30 K + 4 + 4 +— —-- | -=- -=- -— — = 
| 121 15 K a a) "ge 
4 | A.S.B., 8, € 110 10 K += -_-=— — =" as > on an --|{-- 
| 415 5 K —— tt he 
5 A.S.B., c, € 110 5 Ss -_-=— -= ~- am a ~~" anon ~<—-|—-= 
eee as os OR | agra Sees ee sg lel ee eres ee er 
7 B. subtilis, s,1 .. 110 | ae ++ i i= =? sia ah } --]=-- és 
115 5 K -— — = 
8 B. subtilis, p, 1 .. --|}-- - = a }—-— --|}-- hum 
| _ | 
9 B. subtilis, g,t .. | + | +4 + } . -= | == ant 
10 B. licheniformis, p, ¢ joo | s ate 1s cee a casings heirs itn arte i ers 
| [| a= 
11 | A.S.B., p,1 100 15 | § + + 4 Ae an <a df ahs = a iy a 
| 100 | 30 | SK -=-|--= a 
12 A.S.B., c, a + + ~ i ae ates a poe « web ae 
13 | B. subtilis, p,t .. gis feel e | ane he ee elt soot eats 
14 | AS.B.,c,¢ -- -— | = |. ox Sees sae 
15 B. subtilis, p, e oe mAs | — — oe @ om — Pw sae: 
16 | B.licheniformiss,t .. + 115 | 10 Ss ++ -- -- -- oa --/|-- — 
17 | Mixed spore-bearers, g, | 121 15 K + + te ee eee pe eee ae ee 
oc Be | 
18 A.S.B., p, 1 130 45 K + + + + -- - = +— a= le = --f 
19 | B. subtilis, p,t .. a 2 ee ee oe Seg Sere Gee Bene 
20 | AS.B.,g,c.w... 100 | 120 s “or ype a: ahaa poe gee es | ‘is tol 
1100 | 5 Ss | ++] -- a 
21 eer poe Hm | ae = & — dn: tn ipl --|-- 
<iSw at = 
22 | B. licheniformis, c, | ée -- | 100 | 4 K | ++ -- -— -- -- -- —— | -—--ft 
23 | B. subtilis, p,1.. + cn ger ereeea er ee OP gd eer Oe re ee 
24 | AS.B.,p,1 a} oe ioe) wed we] -- | --e |} --| -- --| ia 
25 B. licheniformis, g, ¢ + + -_.— — -—— ovate — wine y a 


A.S.B., unidentified aerobic spore-bearing organism. a 
Object: c, cloth. g, gauze or lint. p, paper. ss, string or thread. 


+ — =_ 





Pack: ¢.w., cotton-wool. ¢, envelope. 1, loose. t, tube. z 
Ss, survived. K, killed. SK, some survivors. +, survived. —, killed. 


Each + or — represents one replicate test. 


* Cultured in cooked-meat medium with subculture to blood-agar, aerobically and anaerobically, as specified by sender. 
+ Few samples received, some tests made on half-portions only. 














8 FEBRUARY 1958 SPECIAL 





ARTICLES 309 





at high temperatures and too narrow at low ones; also 
it does not discriminate between dry and moist heat. 
If, however, it is used intelligently, at temperatures of 
110°C or above, it probably provides the best routine 
test now current. The findings of recent investigators 
seem to confirm this opinion (Howie and Timbury 1956, 
Scott 1957, Alder and Gillespie 1957). Although the 
type-II tube probably provides an adequate safety margin, 
the use of a lower standard for gloves than for dressings 
seems hard to justify, especially in view of Perkins’ 
(1956) insistence that gloves can be sterilised at 121°C 
for fifteen to twenty minutes without damage. 

It may seem revolutionary to advocate the use of 
chemical rather than bacteriological methods for the 
routine testing of hospital sterilisers. A parallel is, how- 
ever, provided in the testing of milk for adequate 
pasteurisation. This is now no longer done by bacterio- 
logical counts but by purely chemical estimates of the 
phosphatase surviving the heat treatment. 


Summary 
From a review of the literature, the resistance of certain 
spore-bearing pathogens to moist heat is compared with 
the resistance of commonly used test organisms. 
The resistance to moist heat of twenty-five samples of 
spore papers currently used for testing hospital sterilisers 


was determined. None was found to be satisfactory. 

Few, if any, mesophils are suitable for making test 
preparations, and thermophils should only be used 
when adequately controlled and for special purposes. 

For routine tests a chemical indicator is the most 
useful, and the properties of the ideal chemical indicator 
are discussed. 

I am indebted to Prof. E. T. C. Spooner, Prof. J. W. Howie, and 
Dr. S. T. Cowan for advice; to Dr. G. S. Wilson for circulating my 
request for spore preparations ; and to the pathologists who responded 
to that request. 


REFERENCES 


Alder, V. G., Gillespie, W. A. (1957) J. clin. Path. 10, 299. 
Bang, O., Dalsgaard, A. T. (1948) Arch. Pharm. Chemi, 25, 699. 
— (1949) abstracted in Pharm. F. 162, 2 
Baumgarine t, J. G., Hersom, A. C. tag J Canned Foods; p. 157. London. 
Bigelow Ww. b. £ 21) F. i ‘ect. Dis. ae? 28. 


Esty, J. R (1920) ibid. 27, 


Bae ba (1955) ‘Som, p 174, a3, 489. 

Bryce, D. M. (1955) ¥. Pharm., Lond. 8, Syne 

Ecker, E. E. (1937) Mod. Hosp. 48, no. 

Esty, J. _ Meyer, a} F, yoy A infect. > Bie’ 31, 650. 
Headlee, M. R. (1931) ibid. 48, 468 


Howie, J. W., imbane M. C. (1956) Lancet, ii, 669. 

Hoyt, A., Chaney, A. L., Cavell, K. (1938) J. Bact. 36, 639. 

Konrich, F. (1948) Microorganisms and Fermentation; p. 113. London. 

Lancet (1956) ii, 979. 

Murray, T. J., Headlee, M_ R. (1931) ¥. infect. Dis., 48, 436. 

eee = J. -5; 41956) Principles and Methods of Sterilisation; pp. 70, 122, 234. 
ringfield 

re. » Kolb, R. W. (1948) Publ. Hith Rep., Wash. suppl. 207. 

Scott, A. . (1957) Lancet, i ii, 633. 

Underwood, W. B. (1934) A Textbook of eens p. 3. Erie, Pa. 

Walbum, L. E. (1931) Z. Hyg. Infekt.Kr. > phe 

Williams, O. B. (1929) 7. infect. Dis. 44, 4 





COLLEGE OF GENERAL PRACTITIONERS 


PERMISSION has been granted by the “London County 
Council for the new headquarters of the College of 
General Practitioners to be built alongside the Royal 
College of Surgeons in Lincoln’s Inn Fields. 


The new building—a gift from an anonymous donor— 
will contain a conference hall, lecture-theatre, library, 
museum, council chamber, committee rooms, and rest- 
aurant. An important feature will be the equipment and 
premises demonstration rooms, where apparatus used by 
family doctors throughout the Commonwealth will be 


a 
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displayed, together with models and drawings of differ- 
ent types of premises. Other parts of the building will be 
allocated to undergraduate and postgraduate education, 
the college’s journal, and its research headquarters which 
will include a records unit and a statistical department; 
the latter may be of value also to the Imperial Cancer 
Research Laboratories nearby. In addition to books, 
other publications, and archives, the library will preserve 
films and sound recordings of interest to general prac- 
titioners. There is to be an underground garage. 

The arclfitects are Trehearne & Norman, Preston & Partners. The 
consulting architect is Sir Edward Maufe, R.A. 








Artist’s impression of the proposed new building when completed. 
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XLII—THE LIFE FOR ME 


DEAR UNCLE Tom, 

You may have wondered what has become of your 
loving Nephew since our little skirmish of a year ago 
about those Clinics. (Do you know, some M.Os.H. still 
don’t believe that G.P.s exist?) Well, it is the purpose 
of this epistle to enlighten you. 

On climbing the barriers round Our Noble Royal 
College, I looked about me: where next? My orthodox 
medical colleagues I observed having coronaries the year 
or so after finally achieving Consultant Status in their 
40s—those, that is, that hadn’t taken up farming or gone 
to Zanzibar. It seems to me, too, that in the popular 
specialties it is so jolly tough near the top that anyone 
deviating significantly from the mean is likely to be at a 
fatal disadvantage. To be considered for a consultant job 
you’ve got to have won the right letters, done the right 
jobs, known the right people, said the right things, culti- 
vated the right type of double-breasted-suit-personality 
and preferably been born to the right Father. This 
produces safe and competent men, doubtless, who won’t 
cause a Regional Board any bother; but it’s no good at all 
for chaps (such as myself) who get a morbid compulsion 
from time to time to beat the pants off some aspect of 
contemporary medical life. The enucleation of Angry 
Young Doctors at registrar level or below may have, one 
fears, an ossifying effect on the upper reaches of our 
profession in time to come. One wonders who will take 
the place of those distinguished and notorious iconoclasts 
(such as yourself) who have made medicine what it is ? 
No, the humiliating obeisance of the average senior 
registrar to his boss is not for your Nephew Richard. 

Then General Practice perhaps? Holy work without 
doubt: a good G.P. is worth a couple of dozen average 
consultants; but I want to grow up with my kids, and 
anyway even for a bright young man the future is 
anything but secure. On Public Health you know my 
views already! Radiology? Well, I like people, and 
I didn’t picture myself spending the next 35 years seeing 
them through a glass darkly. Skins are quite pretty and 
you can zip through an afternoon’s outpatients like a 
fire-engine down a crowded street; but nowadays with 
hydrocortisone ointment we can all be Dermatologists. 
Neurologists seem a hybrid race; their little academic 
domain is splitting three ways between the Psychiatrists, 
the Neurosurgeons, and, in the Provinces, the General 
Physicians. Psychiatry is, in some ways, every bit as 
empirical as skins; but at least it tries to get to the bottom 
of things, not only in its own but in everyone else’s field 
too; and there was the promise of interest and oddity. 
Also and furthermore, as one of my erstwhile Bosses 
pointed out: “‘ What, going to be a trick-cyclist? Be a 
Consultant in six months won’t you?”’ And another: 
** Tf you don’t like it you can always get out and pretend 
you only went in so as to be able to treat the Whole 
Man.’ But I’ve been at it a year flow, Dear Uncle, 
and there is no doubt that this is the Cobbleigh Career. 

Let me give you my worm’s-eye impressions of this 
very happy time—hastily apologising first for my rude 
remarks about other callings, set out above, which are 
just my feelings and not meant to be critical. 


It’s a perplexing life this. Not in general medicine 
would you find three world-famous specialists round one 


bed coming to three quite different diagnoses and pro- 
posing to manage the case in three totally divergent ways. 
At least, not very often. 

I fell first among the phenomenologists—the Right 
Wing perhaps—who regarded the Unconscious as an 
unproven illusion and itemised every possible feature of 
the patient and his family even unto the third generation. 
They were the people who, according to a traditional 
aphorism, had the Question to every Answer. The approach 
was as somatic as the smallest print would allow, and 
long was our reading of The Literature. Research was 
undoubtedly uppermost in the mind of many, but our 
patients were not submitted to the painful and even 
dangerous puncturing practices carried on in some places 
where the quest for Knowledge outstrips ethical reflec- 
tions. The treatment, when applied, was almost always 
physical, and the patients got better. My letters to 
G.P.s then ran: ‘‘ Dear Dr. Sludge, Thanks for sending 
this case of depression which we shall probably treat 
with E.C.T.”’ ’ 

After this I came under the dynamic influence of, as 
it were, the Left Wing—the psychotherapists. Things 
suddenly began to mean something, and I started reading 
Freud. Then not only did my patients mean things, but 
my wife and kids too; and my horizons became blurred 
with a pseudosexual mist which made everything some- 
thing. I made enthusiastic interpretations to my patients 
(who usually got well just the same), and even thought 
vaguely of having an analysis. My letters now ran: 
“Dear Dr. Sludge, Thank you indeed for sending 
this fascinating man. The arrival of a Mother-symbol 
appears to have reawakened dormant castration-fears 
with inevitable fixation of the libido narcissistically 
towards his Ego-ideal. We shall cathect this with extended 
psychotherapy,’’ But as some of my early successes 
returned as ill as ever, and my new outlook on life was 
obviously going to drive my wife to drink or to analysis, 
enthusiasm waned. Nevertheless, although I haven’t 
gone the whole analytic hog, you can take it from me, 
Uncle, that old Sigmund knew a thing or two. You don’t 
need to prove his theories “‘ on the couch’’: they shout 
at you from every page of the case-notes. 


But in this confusing subject—where each authority 
speaks with a different voice and only controversy seems 
real; where the mind stretches ahead, a great unknown 
uncharted expanse—there is to me one great ray of hope, 
one island to which I can lash my storm-tossed barque of 
credulity: yes, E.C.T. The first case of melancholia I ever 
treated, devastatingly depressed, recovered as from the 
dead with a couple of E.C.T.: the age of miracles is not 
past, and as one after another has found new life and 
happiness via the magic shock, I have pondered on what 
lies round the corner; say, for schizophrenia? But apart 
from E.C.T. there’s quite a lot we can do: looking through 
the records of my first 33 cases admitted to the acute 
wards, 27 have recovered completely, or enough to return 
to normal life; 4 discharged themselves within a week, 
untreated; 1 went home I.S.Q.; and only 2 were moved 
to chronic wards: 14 were given E.C.T. at some stage. 
I don’t claim anything whatever from these figures except 
to show that this isn’t such a depressing dead end as 
some may think, for anyone who likes to see people 
getting better. 

When you get in, too, you find it’s a bigger field than 
you thought: for example there’s the forensic side, social 
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psychiatry, education, and some chaps have even got 
going on politics. It may be a grandiose delusion, but it 
seems inescapable to me that, as new knowledge is gained, 
psychiatric and psychological influence will become very 
widespread and important indeed. 

Already, it’s a stimulating line, and often very 
rewarding in many ways. I don’t think the divisions 
are nearly as deep as the clash of ambitions and per- 
sonalities often makes them seem, and I believe that 
before long you will come to accept a surprising incursion 
of psychiatric activity around diseases you still regard 
as “‘organic”’. Much of it certainly sounds very funny 
to somatically tuned ears, but at least we are trying 
(see how that “‘ we’’ keeps slipping out) to push under- 
standing one stage further back. After all, what do you 
really know about the causes of essential hypertension 
and ulcerative colitis? The Physicians and the Psychia- 
trists are peering at each other across the Hypothalamus; 
before long they will be shaking hands there. 

I’m afraid it still seems to be de rigueur round the 
General Hospitals to make light of our contributions and 


to look upon us as a therapeutic last hope if not indeed as 
subjects for uninhibited mirth. Too many of our patients 
seem to be sent only when every ketosteroid has been 
checked and re-checked, radio-opaque material inserted 
into every conceivable tissue, and almost every expendable 
organ excised. These words come more from sorrow than 
anger, and I must add my whisper to the plea for a bit 
more undergraduate instruction. I reckon it’s the general 
men that matter most in teaching hospitals, and those 
with a real appreciation of psychological factors are still 
too rare. 


I remember a long time ago, before I joined this 
fraternity, I taunted an elderly psychiatrist with the 
unworthy remark that in his field he understood little 
and could do less. ‘‘ May be,’ he admitted graciously, 
** but I think we do about as much good as anyone else.”’ 
He was very right. 

With all good wishes, 
Your affectionate nephew, 
RICHARD COBBLEIGH. 
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TEACHING IN NON-TEACHING 
HOSPITALS 


R. E. SMITH 
M.A., M.B. Cantab., F.R.C.P. 
PHYSICIAN TO THE COVENTRY GROUP OF HOSPITALS 


WHEN he leaves a teaching hospital to join the con- 
sultant staff of a “‘ non-teaching hospital”, the senior 
registrar may think that his teaching days are over and 
that he will lose the stimulus of regular contact with 
students. In his new environment, however, he will soon 
discover that he is a perpetual teacher, or at least may 
be if he so desires. 

POSTGRADUATES 

Advances in medicine have brought more work for 
residents, and. the physician’s or surgeon’s complement 
has been increased to a houseman and a registrar 
(or senior house-officer) instead of a houseman only (or 
perhaps nobody). In small hospitals registrars still do 
not abound; but commonly the consultant will have 
both a recently qualified house-officer, who is seeing 
a new and often more representative type of hospital 
practice, and a registrar who is aspiring to a higher 
qualification or diploma. While he can learn much from 
these pupils, they can learn more from his years of 
experience. Every round can be a teaching round, with- 
out the boredom of explaining elementary facts to the 
undergraduate. It is a mutual-benefit society where all 
contribute—including the ward sister or staff-nurse. 

In the hospital group in which I work, there are two 
other types of postgraduate activity. One is a monthly 
visit from the university professor, the other an after- 
tea demonstration of interesting cases organised by a 
senior resident. 

The professor sees three or four cases, usually with unusual 
and perhaps perplexing symptoms; or maybe something of 
which the consultant dreams, such as hypercholesterolemia 
or chronic meningococcal septicemia. ‘“ Debunking” is his 


prerogative; but some of the patients, to use his own words, 
“develop interesting complications” not hitherto reported 
in the disease he has diagnosed. These rounds are really 


enjoyed by the local physicians, who have to work hard to 
present their cases. The pleasure has been enhanced by the 
professor’s being joined on occasions by other notables, such 
as the president of the Royal College of Physicians or of the 
Association of Physicians, the regius professor of physic at 
Cambridge, and a visiting professor from Boston. With such 
talent, it is usual to produce at least one patient with a disease 
of the system on which the visitor is an expert. 

The after-tea demonstration always produces some surprises 
and always evokes a good discussion. Cases are demonstrated 
by the residents or the consultant and postmortem speci- 
mens and cases shown a second time often afford salutary 
discipline. 

I have said enough, perhaps, to show that postgraduate 
education is a major activity of “‘ non-teaching ” hospitals. 


: THE FAMILY DOCTOR 

In the past four years,.we have had three refresher 
courses for general ‘practitioners. We had little idea 
what the demand would be, but applications for each 
succeeding course have increased. .. 

It has been said that a clinical lecture should be exhilarating 
and exhausting. So is a clinical demonstration. A recent course 
showed that only the seasoned lecturer can go on for more 
than.an hour. Our courses have always been eleven sessions 
of 21/, hours with a break of 15-20 minutes for tea in the after- 
noon, or coffee in the morning. About twenty subjects must 
be selected. One or two occupy the whole morning or after- 
noon. With the help of our patients an expert in gastro- 
enterology or in chest surgery can interest his audience for the 
whole session; but the local specialists are content with an 
hour, and if they deal with two aspects of their branch of 
medicine, they prefer two separate days. All aspects of medi- 
cine and surgery are considered but the emphasis is on medical 
problems. 

It is sine-qua-non that all is designed to help the 
general practitioner in his daily work. Recent advances 
such as the sulphonamide treatment of diabetics, the use 
of steroids in the management of hemolytic disease, and 
the great advances in the treatment of neonatal deformities 
are examples of the subjects that the general practitioner 
likes. Certainly one does not want to be too abstruse and 
too scientific, but it is a worse mistake to suppose that 
one should talk down to general practitioners. 

There is much to be learnt about organisation and 
method. 
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One of the earliest experiments in postgraduate education . 


was undertaken in Edinburgh in 1953, when the course was 
held on Sunday mornings. Questionnaires at the end suggested 
that this was the most convenient day and our experience 
is the same. We have had one course in which people were 
invited fortnightly on Sunday morning and fortnightly on 
Thursday afternoons; and the Sunday attendance averaged 
24 against 18 on Thursdays. We have tried to have courses in 
the middle of the week because most doctors take their half- 
days then; and it is surprising to me that general practitioners 
are so often willing to sacrifice their leisure to attend them. 
TEACHING NURSES 

The General Nursing Council holds that lectures on 
clinical subjects wherever possible be given by doctors, 
and this is almost always done. Nurses are taught anatomy 
and physiology on a theoretical basis because practical 
classes in medical subjects cannot be arranged. To 
add to the nurse’s difficulties, she has often had no basic 
training in chemistry, physics, or perhaps in biology. 
Yet despite all handicaps, nurses are eager to learn the 
principles of medicine and surgery and of the specialties. 

Because of these limitations, those who teach nurses should 
take care to make themselves clear, concise, and factual. Nurses 
appreciate clinical demonstrations, and some patients are 
very willing to return thanks to the hospital by coming annually. 
A mitral stenotic, formerly bedridden, fibrillating, and scatter- 
ing emboli, will tell nurses how after her operation she returned 
to work; and a patient with Addison’s disease will relate 
her improvement after being given salt and deoxycortone but 
will rise to say that, after a week with cortisone, she told her 
daily woman that.she would not require her any more. Blood- 
films, temperature charts, and photographs all help. 

Anyone who thinks that he can just, walk into a nurses’ 
lecture-room and speak for an hour should do two things. 
Firstly, he should take note of his audience at the end, when 
he does take preliminary trouble and when he does not, and 
compare the alertness with the yawns. Secondly, he should 
correct nurses’ examination papers. He will then find that 
nurses who have been taught well have a very high standard; 
and let me say that this reflects much more credit on the sister- 
tutors than on the doctors giving lectures. 

Many people think that we are training nurses now on 
far too scientific a basis. I do not belong to that school; 
I cannot see how modern medicine and modern nursing 
can. be carried on unless the people practising it under- 
stand the reasons. Furthermore, if we are to make nurses 
good observers, they must know what to look for. In 
other words, the medical and nursing professions are 
allies, each with responsibilities; and I, for one, think 
that the time will come when we shall organise post- 
graduate training for nurses, which to my mind is grossly 
neglected. 

I cannot understand why in one branch of nursing—mid- 
wifery—there should be a special course and a special diploma, 
which carries great weight when nurses are applying for senior 
posts, whereas in general medicine or general surgery there is 
no such diploma for the postgraduate nurse. The time is 
probably not far distant when children will have the benefit 
of being nursed by those who have had a special training in 
pediatrics. If ever a scheme for postgraduate education in 
general medicine and surgery evolves, it will probably be 
started by some enlightened matron, who realises that what 
is sauce for the midwife is sauce for all other staff nurses and 
embryonic sisters. 

MEDICAL AUXILIARIES 

Besides hospitals connected with a university, there 
are a few which have been made responsible for the 
students of professions ancillary to medicine. In our 


group, we have schools for orthoptists and for radio- 
graphers. The training of radiographers; much of it 


practical, lasts about 2'/, years. The physicist gives half 
the lectures (which number about 100) and the con- 
sultants the other half. 


UNDERGRADUATE STUDENTS 

From what has been said, it is evident that in the non- 
teaching hospital one teaches almost every type of student 
except undergraduates; and even this exception is a 
little doubtful. For several years we have had applica- 
tions from students at teaching hospitals, who have 
been advised to go and get experience elsewhere. In 
hospitals where the houseman takes a holiday doing his 
6 months’ residence, a student working under super- 
vision, may temporarily take his place; but for most of 
his 2-3 months’ stay he is acting as a clinical clerk— 
taking histories, making examinations, taking blood, and, 
under his senior’s eye, doing perhaps his first lumbar 
puncture or pleural tap. 

Sometimes these students go to a particular hospital because 
it is near their home. But then they may tell their friends 
about it; and so the tradition grows up that it is a good place 
to go to. 

In our group, the only consultant who has students sent 
him from the university is the obstetrician and gynzcologist, 
who is recognised as a clinical tutor. Two students go to 
him regularly, and they get infinitely more experience than 
they would in their teaching hospital. To come to us is much 
simpler and cheaper for them than going to faraway Dublin, 
as was formerly done by so many students from the London 
hospitals; and, just as postgraduate training of nurses in 
midwifery sets an example for postgraduate training of nurses 
in other medical specialties, so I think that this training of 
gynzcological students points the way to a better training 
of students in other branches of medicine—particularly in 
general medicine, which will probably always remain the 
basis of medical education. 

In the teaching hospitals, in a clinical course of about 
3 years, a student spends only 6 months in general medical 
clerking, and sometimes with only one group of physicians. 
The objection to sending him out into neighbouring 
hospitals within the region is that he misses lectures, 
which are often designed to complete his formal training. 
But on balance, he would probably learn more in 3 
months’ clerking to a general physician in a large peri- 
pheral hospital where the clinical material is abundant 
and interesting, besides giving a better idea of the com- 
moner diseases. Moreover, a steadily increasing pro- 
portion of physicians in these hospitals have served a 
teaching apprenticeship as registrars in teaching hospitals. 

MEDICAL SOCIETIES 

Medical societies are on the increase, and the tempta- 
tion is to join too many. To be a member of the local 
medical society is a privilege and responsibility. It brings 
one in contact with one’s fellows in the same town; 
but the consultant usually contributes more than the 
general practitioner and is often asked to go to other 
towns. Then there are the regional societies, and my 
experience of these is of growing prosperity. The East 
Midlands Association of Physicians is the oldest and 
carries.on at a steady tempo. The West Midlands 
Association of Physicians is only 7 years old and often 
has to refuse communications. 

Although the audience might resent the suggestion 
that it is being taught, and the speaker that he is teaching, 
in fact that is what is happening, and most people come 
away saying that they have learnt much. Furthermore, 
the man who has to present a paper at any of these 
meetings learns much himself. 
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TEACHING ONESELF 

There are so many ways of teaching onself that it is 
difficult to know what to single out. Regular reading of 
the journals is essential, although very often the summary 
of an article suffices to tell one if there is anything new 
in it. Attendance at medical meetings serves two purposes 
*—the advancement of knowledge and the promotion of 
friendship; and certainly it is much easier to read articles 
if one knows the authors of them. Perhaps the consultant 
learns most by pursuing one particular subject, as he has 
to do if he is writing a paper. Some regional boards are 


liberal in giving study leave, which is another way of 
saying that they know that the consultant is still a student. 
Travelling clubs, visits abroad, visits from others of 
one’s own standing, or perhaps visits from professors— 
all help to widen one’s interests and advance one’s 
knowledge. Some people will get most from preparing 
a paper; others from watching or listening. But all 
will notice that in their teaching they introduce things 
that they have learnt elsewhere, and they will find 
increasingly that, as J. H. Sheldon said, work in a non- 
teaching hospital can be fully satisfying. 
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THE WORK OF W.H.O. 

THE record! of the activities of the World Health 
Organisation in 1956 gives a vivid picture of the remark- 
able scope of the Organisation’s work and the magnificent 
results that are being achieved. 


CONTROL QF INFECTIOUS DISEASES 


Mass campaigns against /eprosy with sulphone drugs have — 


reduced the need for long and expensive hospital treatment 
and lifelong segregation in leprosaria. Much attention is 
being paid to finding an effective long-acting drug. In Nigeria 
treatment is based on temporary segregation and outpatient 
supervision by both fixed and mobile units responsible for 
the oral administration of the drug, whereas in French terri- 
tories mass treatment consists of a fortnightly injection of an 
oily suspension of dapsone—a scheme easily adaptable fo 
rural areas. Of the 150,000 leprosy patients in French 
Equatorial Africa, 100,000 are now under regular treatment; 
and a similar project has been initiated with the Government 
of French West Africa, where the number of patients is 
estimated to be 500,000. Case-finding by examination of 
contacts and health education of the public to dispel centuries- 
old fear follow the lines of campaigns against tuberculosis and 
treponematosis. 

¢ Spectacular results have been achieved against the dis- 
figuring yaws. By the end of 1956 more than 55 million people 
had been examined and 16 million treated with long-acting 
penicillin in W.H.O./UNIcEF-assisted campaigns. Serious 
reactions to procainebenzylpenicillin in oil with aluminium 
monostearate have been reported from urban areas and have 
directed research towards new preparations which may be 
free from side-effects; but it is interesting to learn that little 
evidence of reactions has come from underdeveloped rural 
areas, children not previously exposed to antibiotics being 
particularly free from trouble. The splendid results after only 
one injection are a little-known triumph of penicillin and a 
tribute to those in UNIcEF and W.H.O. who have organised 
such rewarding campaigns against treponematosis. Some 
thirty national and other laboratories all over the world are 
now helping in the search for a practicable method of serum 
diagndsis in the treponematoses. 

Mass treatment of trachoma has for long been difficult 
because of the need for repeated daily application of antibiotics 
to the eye and the strict control of personal and domestic 
hygiene. In North Africa much of the treatment is now left 
to teachers and schoolchildren who have been instructed in 
the common rules of cleanliness and in the application of 
antibiotic ointment to the eyes of their schoolmates. The 
W.H.O. report has impressive photographs to illustrate this 
promising scheme. 

The attack on malaria has continued over vast areas of the 
globe, and the report’s comprehensive maps show the extent 





1, Annual Report for 1956 of the Director-General of W.H.O. Official 
Records of the World Health no. a Boch 1957. 
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of eradication already achieved and where campaigns are still 
in progress. A new project has begun in Mexico, where it is 
estimated that there are 2 million cases a year, and where 
districts potentially the richest in agriculture, livestock, 
fisheries, petroleum, and sulphur mining are the worst affected. 
UNICEF is sending supplies and equipment worth nearly 
$8'/, million, the Mexican Government is investing more than 
$12 million, and W.H.O. has awarded fellowships to train 
more than 1300 specialists. Wherever possible W.H.O. 
malaria teams are now testing the susceptibility of local 
vectors to different insecticides. Where anopheles has become 
resistant to dicophane (D.D.T.) it can often still be controlled 
by gammexane (B.H.C.), but some strains are resistant to both. 
Another method of malaria control is the distribution for 
human consumption of table salt containing pyrimethamine or 
chloroquine. The first results in volunteers inoculated 
with malaria have been encouraging. An interesting sideline 
of malaria control is reported from South-East Asia: spraying, 
particularly ‘‘ patch-dusting ”, seems to combat the rat flea, 
and has thus diminished the incidence of plague. 

Smallpox still persists in some areas where vaccination pro- 
grammes have been carried out. Rapid loss of potency of the 
lymph under tropical conditions has been the principal cause 
of failure, even where dried vaccines were used. During 1956 
a freeze-dried vaccine became available with which, in the 
Latin Americas, eradication programmes were started, 
Pertussis vaccine became the first bacterial vaccine to be 
internationally standardised, “‘a unique achievement in the 
history of vaccine control ”. 

An estimated 40,000 children in Syria were affected with 
favus. This fungus infection of the scalp is a serious social 
and medical problem, particularly because it interferes with 
education. Under a new project started in 1956 30,000 
children were examined and 7000 treated. 

TUBERCULOSIS 

In the report’s comments on the several B.C.G. campaigns 
which were completed, it is frankly admitted that in some 
mass campaigns vaccines were of poor quality and techniques 
and organisation defective. A new plan for anti-tuberculosis 
drug trial projects has been put into operation, and in 1956 
one such project began in Madras in association with the 
British and Indian Medical Research Councils. (The preven- 
tive value of p-aminosalicylic acid and isoniazid was demon- 
strated in the W.H.O./Unicer Thailand scheme.*) From the 
Madras project, which is conducted by clinical and laboratory 
experts from this country, much valuable information on 
simplification of treatment schemes and on resistance and 
virulence of the tubercle bacillus under oral chemotherapy is 
expected during the five years for which this project is planned. 

SANITATION 

An environmental sanitation project, which may be of 
world-wide importance, was organised in Japan. In Asian 
countries traditional methods of collection, disposal, and 
utilisation of organic wastes have always been unsatisfactory. 
It has been estimated, the report says, that the health of over 
500 million persons is affected by undesirable sanitation 
practices. In Japan the use of human excrement as fertiliser has 


2. Benatt, A. J. Lancet, 1956, i, 736. 
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been responsible for the transmission of many of the endemic 
intestinal diseases. In Kobe a pilot plant for aerobic composting 
of both urban refuse and night soil has been put into operation 
to find out whether these materials can be economically pro- 
cessed to produce a useful and acceptable end-product. This 
method is practical and economical, and the product is free 
from pathogens. The Japanese Ministry of Health has 
allocated $1 million to subsidise similar plants. 
REFUGEES FROM PALESTINE 
In 1956, 44% of the 900,000 Palestine refugees lived in 
camps in the Lebanon, Syria, Jordan, and the Gaza area, and 
the rest in towns and villages. During 1956 over $5'/, million 
was spent on health services for these refugees (chiefly through 
the agency of UNRWA). Besides 19 international health 
workers, 3350 were recruited from among the refugees them- 
selves, to whom a number of training scholarships were 
given. 2200 hospital beds and 90 outpatient departments were 
in use. None of the six quarantinable diseases occurred during 
the year, probably the result of inoculations and the provision 
of a safe water-supply. The number of cases of clinical malaria 
dropped to nearly half that recorded in 1955. Tuberculosis 
wards were opened and a new 150-bed wing was prepared in 
the Lebanon for tuberculous refugees. Supplementary feeding 
schemes for pregnant women were introduced, and infant- 
feeding, milk-centre, and school-milk programmes were 
expanded. An extra $100,000 were approved for the care and 
training of blind, deaf, and crippled children. 
INFORMATION SERVICE 
W.H.O.’s information service includes the publication of a 
book for secondary schools, Mankind against the Killers, of 


which a popular edition has been issued, widespread distribu- 
tion of the W.H.O. News Letters, and a revised edition of the 
information folder about W.H.O. and what it does. There 
have been radio talks on the effect of radiation on human 
heredity and other feature programmes on the peaceful use of 
atomic energy. A film on alcoholism, To Your Health, received 
the Edinburgh award. 





Infectious Diseases in England and Wales 


Week ended J Jenuaty 








Disease —— 
- @- Toy 18 25° 
Diphtheria 6 | 7 2} 1 
Dycessery ie 546 | 574) 671 829 
halitis : | 

Ene lective .. “4 + 7s A 2 3 | 5 2 
Post-infectious “a 7" a a 5 | 3 1 
Food-poiso: oe Ba 137 | 139); 159! 127 
Measles, excl rubella .. 3523 | 2888 | 2443 | 2338 
joa wae y in ection ee és a 2S tee. 39 
Ophthalmia neonatorum ee - es 37 22; 20 25 
Paratyphoid fever .. ay +4 8 | 7 7 | 1 
onia, primary or influenzal .. -. | 1349 | 1294 | 1059 | 917 

Poliomyelitis : | 
Paralytic .. 3 és v's oy ee 28; 22; 18 
prcgetivde ie sd a wat 8ie 8] 9 | 6 
Scarlet fe pyrexia ‘ ~~ 209 235 196 204 
let fever .. 652 501 679 | 821 

_— — —_— | — 

Tuberculosis: | 
Respiratory . be ea we 482 566, 606 541 
Meninges and C.N.S. re ‘es ou 5 5 11 | 6 
Fe sa-/ : we pe - 49; 4 | 48; 52 
hoid fever. . ve ae ob aa 1 | 2 | 2 2 
449 460 444 569 


Whooning-cough “ — va | 





* Not including late returns. 
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Evidence of Feeblemindedness 

IN October, 1952, a young man aged 19, an agricultural 
worker, pleaded guilty to stealing two and a half pints of 
milk, for which he was placed on probation for one year. 
In January, 1953, he was brought before justices for 
breach of the probation order and was remanded to Can- 
terbury prison for a medical report. On Feb. 2, 1953, 
the justices, being satisfied on medical evidence that he 
was a defective within the meaning of the Mental Defici- 
ency Acts, 1913 to 1938 (as amended), being a feeble- 
minded person, made a detention order under section 8 
of the Act of 1913. 

It appeared from the affidavits that no written reports were 
before the justices but that the prison doctor who had examined 
the young man wrote to the justices’ clerk indicating the 
results of that examination and gave oral evidence to the same 
effect as his letter. In that letter the doctor said that the 
young man’s backwardness “is clearly the result of mental 
defectiveness and his reasoning and judgment are grossly 
impaired. I am of the opinion that he is a feebleminded per- 
son within the meaning of the Mental Deficiency Acts and 
that he requires care and treatment.” 

The young man applied to the Divisional Court for a 
writ of habeas corpus directed to the medical superinten- 
dent of Moss Side Hospital, Maghull (where he had been 
transferred by order of the Board of Control) alleging 
that he was not and never had been a mental defective 
and that the detention order had been made without 
jurisdiction. 

The grounds of the application (among others) were that 
under section 1(2) of the Act of 1913 (as amended) mental 
defectiveness for the purpose of section 1 meant a condition of 
arrested or incomplete development of mind existing before 
the age of 18 years and that there was no evidence before the 
justices that he had suffered from such a condition before he 
was 18, or that the defectiveness was so pronoynced that he 


required care, supervision, and control for his own protection 
or that of others [see section 1(1) (c)], and therefore it was not 
proved that he was a defective within the meaning of the Act. 

Counsel argued that it did not seem that the young 
man’s condition before he was 18 had ever been con- 
sidered and that it was not sufficient for a doctor to come 
to court and state his conclusion that a person was a 
feebleminded person within the Act without saying that 
he had inferred that the condition had existed before the 
age of 18 or how he had arrived at his conclusion. ‘ 

The Lorp CHIEF JUSTICE, giving judgment, said that 
the justices, hearing that the young man was living’in a 
hut on a farm and was then 19, remanded him for a 
medical report; obviously they had done so because 
they wanted to know if he was a mental defective or not 
and it was to be observed that they had had the oppor- 
tunity of seeing him. The prison doctor—a man well 
acquainted with the Mental Deficiency Acts—had said 
that he was a feebleminded person within the Acts. That 
was only a compendious way of saying that he had 
examined the young man and had come to the conclusion 
that the provisions of the Act applied to him. The court 
was asked to say that there was no evidence on which the 
justices could have made the order for detention, but 
their Lordships thought that on the evidence it was open 
to the justices to make the order. On an application for a 
writ of habeas corpus the court had to see whether the 
detention was lawful; the young man was detained under 
a lawful order but if it could have been shown that that 
order was made without evidence the court could go 
behind the order. It was plain, however, that there was 
evidence on which the order could be made, and the 
application must be dismissed. 

Mr. Justice HILBERY and Mr. Justice mere Sr tan 


In Re Sace. ’s Bench Division (Divisional Cour 
C.J., Hilbery f _-y~ Tan. 21, 1958, oe eee: ieee Scie 
Grover); Rodger Winn ( tor, Ministry of Health). 
J. F. Lams 
Barrister-at-law 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


I HAVE been waging war on sleeping tablets. Every patient 
who asks for them, or who obviously hopes for them, is sub- 
mitted to a series of questions. The results of my investiga- 
tion are startling. In my series of about fifty patients with 
insomnia: 

Only three patients went to bed later than 10.30 p.m. Most went 
to bed at 9.30 P.M. or earlier. One went to bed at 5 P.M. 

Only one patient spent less than 9 hours in bed each night. The 
average time in bed was 10'/, hours and the maximum was 15 hours. 

All the patients thought their health would suffer if they did not 
sleep for at least 8 hours per night. 

Insomnia is often said to be a symptom of anxiety or depres- 
sion, but my investigation suggests that it is more commonly 
a symptom of boredom or ignorance. The ignorant are some- 
times cured by a simple statement that the human need for 
sleep varies and may be as little as 4~6 hours. The bored are 
more difficult. “‘ What on earth would I do with myself, doc- 
tor, if I stayed up later?” I don’t know the answer to this, 
but I do not believe it is sleeping tablets. 





. * * 
. 


After octogenarian Uncle Fred was moved from Bromley-by- 
Bow to the Surrey Hills, he complained not of the quiet but 
of the everlasting banging and hammering which kept him 
restless through the day and often woke him in the early hours. 
** Soon fix you up, Uncle Fred,” I said, and turning to the 
out-all-day nieces I added: “‘ Tinnitus aggravated by senile 
arteriosclerosis. See that he takes one pill every four or five 
hours. Chlorpromazine often acts well—never mind the 
name. No—not constipating.” 

The following week, I looked in to find him still fretting 
about the ill-mannered hammering. A few minutes later, while 
taking his pulse, I heard it myself. Staccato, insistent, loud; 
followed by a rather dirty sort of laugh. “ Well, if the people 
next door ignore your request to be more reasonable, it might 
constitute a nuisance under one of the by-laws,” I conjectured. 
** We might enforce it. I'll find out for you.” 

It was almost dark and there was a slight drizzle. I stepped 
down from the porch into the car and, switching on the head- 
lamps, looked straight into the dazzled yet sharp, unwinking, 
libertine eyes of the violator. He gave the impression of 
tremendous latent energy—his carmined head thrown back, 
a ponderous midriff, and short powerful legs—clad in rich dark 
green, he embraced the nearest tree-stump. “ Never seen 
a woodpecker that size,” I mumbled to the nieces, feeling 
rather foolish, and, putting my foot down, both man and 
bird accelerated tangentially into the outer darkness. 

I was still puzzled by the queer laugh, but, while my soup 
was getting cold, I read in Britain’s Birds and Their Nests 
that not only is the hysterical cry popularly supposed to 
foretell rain (hence the local name “ rain-bird ”’), but the name 
“* yaffle”’ or “ yaffer”’ refers to his cry. ‘‘ When disturbed 
there will often break rudely upon our ears a burst of demoniac 
laughter, ‘ Heu, heu, heu, heu, heu’—a something between 
a laugh and a nei 


Our fogs may be worse, our respirators better, but are our 
advertisements as well written as this example from Wolfer- 
stan’s Guide to Midhurst, 1884, for Bourne and Taylor’s 
Anti-Fog Respirators and Life Preservers: 

It is an alarming fact that during the prevalence of the extra- 
ordinary FoGs which made the winter of 1879-80 notorious, the lives 
of many hundreds of our fellow-creatures were needlessly sacrificed, 
and most of those who fell victims might have been alive now if they 
had taken the precaution to wear a Respirator. 

The sale of these instruments during the past few years has been 
steadily increasing and we take to ourselves the credit for having 
introduced some of the neatest and least unsightly patterns ever 
produced and by these means have broken down the barrier to their 
universal use. 





No doubt a prejudice has long existed against the use of these 
Life-Preservers, and not without reason, for some are as hideous as it 
is possible to make them, and instead of being a source of comfort 
they make the face hot and produce a feeling akin to suffocation. 

In the year 1863 Mr. Johnson made the scientific manufacture of 
these instruments his special study and after much care and many 
experiments succeeded in producing a Respirator of real practical 
worth in such a variety of shapes etc. that we now guarantee a perfect 
success to the most fastidious. There are now 26 patterns and in 
various colours, some almost invisible. 


No. 1. The Respirator for the million eS | 
Silver-plated wire “% ai oo a6 
Gold-plated wire ott wd — 

* * * 


Methods of retirement differ in different professions. 
The successful barrister may hope that in his later years he 
will be a judge, with a steady income for steady work. The 
Church has no satisfactory alternative to retirement; though 
there are ex-bishops, Lord Davidson of Lambeth is the only 


‘archbishop who has retired. Schoolmasters in public schools, 


usually regarded as a conservative body, set us an example of 
progress. The modern practice of giving the best man a 
house for fifteen years when he is in his late 30s means that his 
chances to do his best work come when he is in his prime 
instead of after it. The former headmaster of Malvern, who 
on resignation joined the staff at Winchester as an ordinary 
master, may have set a new and sensible fashion. 

In our profession the retiring age for consultants is fixed, 
or almost fixed, at 65. General practitioners can go on for 
ever, though of course they can usually limit their lists by not 
taking new patients or by taking a partner; but the consultant 
is not so lucky, and an “all or none” law may enforce itself. 
Even so, the really busy consultant should seek means of 
cutting his commitments. Those final five years may be 
telling, unless he sheds such extras as physician to the nurses, 


lecturer (and the General Nursing Council want more than . 


ever), and, above all, sitting on committees, These may be 
“the drowsy syrup of democracy ” for some, but to the John 
Hunters of the profession they are aggravating time-wasters. 

* * * 


Twelve weeks ago we operated on a lady aged 103 for a 
fractured femoral neck. She has an excellent result with full 
painless mévement and is walking well. The credit, of course, 
is due to her extraordinary vitality. Her sight and hearing 
are very good—no glasses, no hearing-aid. I was introduced 
to her “ girls ”—one 82, the other 76. She also has a “ boy” 
somewhat over 70 who in a third marriage has a child aged 3. 


A rather dull outpatient clinic was redeemed this morning 
by Mrs. Smith. She was a healthy-looking young woman who 
had her first baby eight weeks ago. A few days after a normal 
delivery she complained of an agonising pain which began in 
the fingers of each hand and spread up to the shoulders. The 
pain was present night and day and was unaffected by the 
analgesics her doctor had prescribed. As she went over to the 
examination couch, my house-physician, a recent father, 
whispered to me: “ She probably doesn’t like the nappies.” 
I deprecated this glib and somewhat frivolous diagnosis. 

Careful examination showed no abnormality in Mrs. Smith’s 
central nervous system and I asked her if she were particularly 
busy at home. “ Yes,” she replied, “I am very busy, but 
things should be easier now; I am going to put my husband on 


to the nappies.” 
* o * 


News from School.—Outside my window a Spanish maid is singing 
a folk-tune to ease the burden of her work. Quite well too: I must 
go dish-washing in Spain with a tape-recorder. It has stopped now. 
Perhaps she has reached the egg plates. Last night a celebrated 
racing driver, came and told us how to win Le Mans twice running 
which should be useful information. First, take your Jaguar... . 
A wild flamenco is rising from the kitchen now, so I cannot vouch 
for the teaspoons at tea. They are giving us more and more things 
to do once a week—e.g., three-hour French papers. I must see 
whether these will take more time than will exist. 
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INFORMAL ADMISSION OF MENTAL DEFECTIVES 


S1r,—I write as the medical officer of a large and, 
I like to think, progressive hospital for mental defectives, 
whose policy is to train as many patients as possible to 
take their place in the community as soon as their 
rehabilitation is complete. In this post I have often 
found myself caught in the cross-fire between the forces 
of the “ Civil-Liberty ” Guards on the one hand and 
those of the “‘ Protect-the-Public-at-all-Costs ” Brigade 
on the other. The main strength of each force appears 
to be such that they might appropriately be called the 
“reds”. and the “blues” respectively, with super- 
numerary strength derived from the less responsible 
sections of the press, both national and local, vaccilating. 
apparently according to the circulation-appeal of either 
cause at a particular time. 

It is not surprising, therefore, that I should feel con- 
siderable concern at the publication of a Ministry of 
Health circular recommending the informal admission of 
mental defectives to mental-deficiency hospitals and at the 
uncritical enthusiasm with which politicians and press 
have welcomed this allegedly great advance. 

The modern concept of mental deficiency is that of social 
incapacity of such a degree as to render an individual in need 
of care, supervision, and control for his own protection or for 
the protection of others. Mental illness, on the other hand, 
in almost all cases, arises in individuals previously able to lead 
a fully independent existence. However, examination of the 
circular suggests that the Ministry of Health regards the 
mental defective as more capable of self-care than the voluntary 
patient with mental illness, in that he is to be allowed to leave 
hospital immediately (i.e., without the seventy-two hours’ 
notice at present required of the voluntary patients in a 
mental hospital) should he not respond to persuasion from 
the medical officer to remain. I visualise “ persuasion ” 
becoming the signal for the “‘ reds ” to load and for the war- 
reporters to hasten to the scene. On the other hand, let one 
of these patients wander away from hospital and be involved 
in injury to a member of the public and the “ blues” will 
attack with full press support. : 

It is true that the more severely handicapped mental 
defective could be admitted informally, provided that the 
medical officer of the hospital were given power to detain 
him for a prescribed period pending provision for alternative 
care, should this prove necessary, without the risk of allega- 
tions of wrongful detention being subsequently levelled. 
However, this seems to offer no advantage over an extension 
to all grades of mental defectives of the present arrangements 
under which the parents of these patients may place them 
under hospital care and retain the right to withdraw them on 
giving notice, so long as they are able to provide a satisfactory 
home for them. 

On the other hand, the admission of the higher-grade 
patients to mental-deficiency hospitals results from their 
failure in the outside world, and any successful rehabilitation 
and training, which is of necessity prolonged in most cases, will 
be impossible if they are to be allowed to leave hospital whenever 
they wish. It is unrealistic to believe that they will be suffi- 
ciently self-critical to appreciate their own shortcomings and 
the benefits to be derived from further stay in hospital, 
particularly if they are encouraged in their resolve by the 
outside influences I have mentioned. I believe that for 
these reasons detention orders will be necessaary in a 
higher proportion of these cases than the circular would 
suggest. 

The new recommendation will, I believe, expose the 
medical officer to even more concentrated cross-fire, 


while removing the protection previously afforded him 
by powers designed to safeguard the interests of the 
patient and the general public. 


Bristol. 


W. A. HEATON-WARD. 


REDUCTION OF INDIRECT BILIRUBINAZMIA 
IN VIVO 

S1r,—Indirect bilirubin is believed to be neurotoxic in 
high concentration, and current theory attributes the 
kernicterus associated with hemolytic disease of the 
newborn to such injury. Kernicterus is also seen in some 
cases of physiological icterus associated with hyper- 
bilirubinzmia, especially in premature infants. Exchange 
transfusion, now widely practised to treat these condi- 
tions, is a cumbersome procedure, not entirely without 
risk.! 

We have attempted to reduce the indirect bilirubinemia in 
such cases by the oral administration of glucuronic acid. It 
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Change in serum-bilirubin in one patient on glucuronic-acid 
treatment. 


was thought that this might favour the conversion of the rela- 
tively toxic indirect bilirubin to the less toxic and more readily 
excreted direct bilirubin, which is known to be a glucuronic- 
acid conjugate. Considerable success has been achieved by 
this measure. In 16 out of 27 cases we have observed a sharp 
drop in the level of indirect bilirubin, which persisted as long 
as the oral medication (1 g. per hour by mouth) was continued 
(see figure). In some instances, but not in all, this was associated 
with a simultaneous but smaller rise in the concentration of 
direct bilirubin. In.11 patients no definite response was 
obtained. 1 of these, a premature infant, was subsequently 
given intravenous glucuronic acid with a striking response. 
These preliminary observations suggest that oral 
therapy with glucuronic acid may prove beneficial in 
the prevention of kernicterus in a considerable pro- 
portion of cases and may serve to replace exchange 
transfusion. 
STUART DANOFF 
CHARLOTTE GRANTZ 
AUDREY BOYER 
L. Emmett HOLtt, Jr. 


1. Walker, W., Mollison, P. L. Lancet, 1957, i, 1309. 
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THE “LADDER” 


Str,—Your publication (Jan. 25) of Lord Moran’s 
letter regarding his evidence before the Royal Com- 
mission is timely: for many of the profession who read 
with dismay his remarks as reported in the Press will 
have been waiting for an explanation. 

The core of the matter surely lies in the belief that 
** there is a ladder . . . and that ladder can be maintained ”’. 
Whether his remarks are “‘ obnoxious ” or not is not the 
main issue. The main issue, surely, is that here we are 
confronted by one who is publicly regarded as a leader 
of the profession, and whose breadth of vision yet 
extends no further than to place all the various disciplines 
of medical practice on the ladder of specialisation which 
he himself has climbed. The simplicity of it is breath- 
taking. 

Surely it is a sterile occupation, with a certain lack of 
humility, to argue which of two quite differently occupied 
people is of more use to the community, when the 
services of both are needed. Indisputably, the run of 
family practitioners are not as highly qualified as the 
run of consultants: equally indisputably the run of con- 
sultants is not as widely qualified as the run of family 
practitioners. But might not Lord Moran turn his 
attention—as one hopes the Commission will do—to 
the problems of encouraging a rising standard of family 
practice, which remains the core of the Health Service ? 

Economics is but one instrument for such encourage- 
ment. If Lord Moran feels that merit awards ““ make men 
keener ”’, and “‘ keep the profession on their toes ”’, he 
might even consider applying it to family practice. He 
might also weigh the possibilities of equipment grants; 
of subsidised study leave (financially an impossibility 
to most G.P.s at present); of grants for secretarial and 
administrative help to the G.P. All these are economic 
aids which would increase his efficiency greatly, and 
remove whatever present temptation there is for the 
G.P. to increase his personal income by reducing his 
practice expenses. Such expenditures of State money are 
absolutely controllable, and accountable for. 


Nailsea, near Bristol. H. J. WRIGHT. 


LONG-TERM TREATMENT WITH 
ADRENOCORTICAL HORMONES 


Sir,—Dr. Dudley Hart (Jan. 25) rightly urges the 
importance of increasing the established cortisone dosage 
to cover surgical operations and all forms of stress. This 
is true not only for those patients whom he and Dr. Davis 
and Dr. Popert (Jan. 4) describe, to whom cortisone is 
being administered in pharmacological doses, but also 
for those patients with Addison’s or Simmonds’ disease 
to whom replacement therapy is given in physiological 
doses. Indeed additional replacement therapy is especially 
important in these patients to compensate for their 
inability to respond to stress. A recent experience has 
shown how rapidly and severely stress may affect such a 
patient, if he does not remember to increase his cortisone 
prophylactically. 

My patient is a woman, aged 43, who sustained a postpartum 
pituitary necrosis (Sheehan’s syndrome) fifteen years ago. 
She leads an active country life, enjoys playing tennis, and 
maintains good health on a daily dose of cortisone acetate 
37-5 mg. and desiccated thyroid gr. 2 (120 mg.). She drove 
twelve miles to Norwich on the afternoon of Saturday, Dec. 14, 
to do her Christmas shopping. She struggled to find a vacant 
car park, to walk along the crowded pavements, and enter the 


hectic shops. When she finally struggled home again and had 
her tea, she developed abdominal pain, vomited, and became 
comatose. I was called to her house, to find her in an addisonian 
crisis. 

Estimates have been made in the past of the stress 
involved in various situations in life. The effects, for 
instance, of participating in the annual Harvard-Yale 
boat race have been measured in the crews, coxswains, 
and coaches. Patients with Simmonds’ disease may not 
be exposed to the stress of a boat race, but they may find 
the stress of Saturday afternoon Christmas shopping just 
as severe. 

Bungay, Suffolk. W. M. JORDAN. 


PARADOXICAL ELECTROCARDIOGRAM 
IN CORONARY EXERCISE TEST 

Sir,—Dr. Geoffrey Bourne’s account, in your issue of 
Dec. 28, of a paradoxical electrocardiogram in a coronary 
exercise test ends with the comment that he has been 
unable to find any published report of this phenomenon. 
I would respectfully draw Dr. Bourne’s attention to 
Principles of Clinical Electrocardiography by Dr. Mervin 
J. Goldman.' On page 181 it is shown how the inverted 
T waves of an established infarction can suddenly become 
upright as a result of an attack of coronary insufficiency 
and how, on the following day, the T waves again became 
inverted as they were in the original pattern of the 
established infarction, 

Johannesburg. IsAAC FREED. 
THE CHECK-VALVE MECHANISM AND THE 
MEANING OF EMPHYSEMA 

Str,—I agree with Dr. Morris and Dr. Widdicombe 
(Jan. 25) that there is little experimental evidence that a 
widespread check-valve mechanism in the bronchioles is 
the first step towards the production of emphysema; but 
the clinical evidence is very strong indeed. 

It is a commonplace that in asthma inspiration is 
relatively short and silent, whereas expiration is Jong, 
wheezy, and obviously obstructed. A careful personal 
and family history in emphysematous patients will nearly 
always elicit evidence of gradually increasing breathless- 
ness on effort and winter cough, or of relatives similarly 
affected. 

I do not think they are right in saying that overdistension 
of the air-sacs cannot be uniform because the total distension 
of the lungs must remain within the limits of a (healthy) 
person’s vital capacity. Clinically and radiologically the 
thoracic distension in asthma would appear to be clearly beyond 
anything that a healthy man can achieve, however powerful 
his inspiratory effort may be. It was unfortunate that the 
captions appeared under the wrong illustrations in my paper, 
though the error would be apparent enough. The “ normal ” 
chest was my own, for I wanted there to be no mistake about 
it, and I can assure you, Sir, that my inspiratory effort was 
maximal, yet the result falls well short of that achieved by the 
emphysematous patient. If I am right there is no need to 
assume that some alveoli must be relatively collapsed to allow 
room for others that are overdistended. 

Finally, it is a clinical fact that high positive pressures may 
be found in tension cysts or pneumothorax. The air can come 
only from the larger air-tubes, and somehow or other it must 
be pumped from them into the cavity and retained there by 
valve action, Dayman’s experiments, to which I referred, 
suggest that even in normal breathing there is some check- 
valve action in the larger air-passages. If his opinions can be 
confirmed, there will be no need to invoke coughing to produce 
the pressure-drop required to force air into the cavity, though, 


1. Goldman, M. J. Principles.of Clinical Electrocardiography. Los Altos, 
California, 1956. 
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of course, with a cough the effect would be much greater. 
We have here an exact analogy with a bicycle pump—one valve 
in the pump and another in the tyre—and a mechanism that 
can equally well explain a high pressure in a single cavity or a 
constant, gentle overdistension of all the alveoli in the lungs. 
Release the valve in the tyre, or give an injection of adrenaline, 
and pump or cough as you may the tyre will go flat and the 
functional emphysema will disappear. 


Plymouth. W. A. LISTER. 


CHAIR OF DERMATOLOGY 

S1r,—The statement in your annotation of Feb. 1 that 
“at present there is no chair of dermatology in this 
country’ surprises me. A chair of dermatology (the 
Grant chair) was instituted at the University of Edin- 
burgh in 1946. 

(One assumes, of course, that “this country” is 
synonymous with Great Britain, and does not refer to 
the lower half of our island, latitudinally speaking! 


: Rosen’ 
es M. P. RUSSELL. 


*,* We intended no distinction of latitude and we 
apologise for not taking into account the Edinburgh 
chair, which has been held since its inception by Dr. G. H. 
Percival.—Eb. L. 


ROLE OF PAPER ELECTROPHORESIS IN THE 
IDENTIFICATION OF HUMAN HAMOGLOBIN 
VARIANTS 

S1r,—The letter from Dr. Lie-Injo Luan Eng (Dec. 28) 
and the findings recorded by Schneider and Haggard ! 
raise the question of the value of paper electrophoresis in 
the examination of human hemoglobin variants. 

It has never been claimed that all human hemoglobins could 
be identified by paper electrophoresis. The method was 
introduced by Spaet* to demonstrate hemoglobin C, which 
by this technique differed widely from the then-known 
hemoglobins: A (normal adult), F (foetal), S (sickle-cell), 
and D. It was clear from the beginning that this technique 
could not separate hemoglobins A and F or hemoglobins D 
and S. Identification was based in the first case on differential 
denaturation ‘by alkali, on spectroscopic analysis or on open- 
boundary (Tiselius) electrophoresis, and in the second on 
differences in the solubility of the ferro-hemoglobin. Later a 
marked difference was noted between the paper and Tiselius 
electrophoresis at alkaline pH of hemoglobin A+G mixtures.* 
On paper a good separation occurred but none was seen with 
the open-boundary technique. This should not be surprising 
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Fig. 1—Scheme of mobility of the varieties of human hemoglobin 
on paper electrophoresis at pH 8-6. The hemoglobins which 
“ overlap ” cannot be separated. Their relative position must be 
assessed by running them side by side on the same paper strip. 


1. Schneider .» Haggard, M. B. Nature, Lond. 1957, 180, 1486. 
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Fig. 2—Separation by hanging-strip paper electrophoresis at pH 8-6 
of purified solutions of the closely neighbouring hemoglobins 


because cellulose is not an inert medium but contributes to 
the mobility of the hemoglobins. Without going through the 
whole list of hemoglobins we should like to quote three more 
examples. Hemoglobins I and H behave identically on paper 
electrophoresis at pH 8-6 but differ at pH 6°5.5 Mixtures of 
hzmoglobins A+ L, and A+ a recently described ‘‘ Galveston ” 
type, behave alike on paper electrophoresis at pH 8-6, but 
differ on open-boundary electrophoresis.* 

One of the most difficult problems is the differentiation 
between haemoglobin E and the hemoglobin A, fraction when 
the latter is raised in thalassemia. Both hemoglobins behave 
alike on paper and starch electrophoresis whether at alkaline 
or at acid pH.* Aksoy et al.’ have pointed out that difficulties 
may arise in surveys of populations where both hemoglobin E 
and thalassemia occur. They suggested that a fairly reliable 
rule was that a hemoglobin-E-like component present at a 
concentration below 20%, was likely to be hemoglobin Ax. 

Recently new techniques have done a great deal to ease the 
identification of hemoglobins which are either alike or very 
similar in their electrophoretic behaviour. Thus, hemoglobin 
L which resembles hemoglobins D, S, and G on paper 
electrophoresis at alkaline pH was found by Huisman to differ 
widely from them in its chromatographic properties. Hamo- 
globin mixtures A+ D and A+ S are identical when examined 
by electrophoresis or by chromatography,® but they can now 
be told apart by the new method of agar electrophoresis at 
pH 6-2.° We have compared the hemoglobin of a thalassemia 
patient with the unusually high hemoglobin-A, concentration 
of 10% with that of a hemoglobin-E trait (AE) by these two 
methods. At first we thought that there was a difference 
between the two on chromatography. However, when the 
proportion of hemoglobin E in the A+ E mixture was lowered 
to 10% by the addition of hemoglobin A, both the 10% A, 
and the 10% E mixtures behaved alike on chromatography. 
Nevertheless, Dr. V. M. Ingram has found in a preliminary 
experiment that hemoglobins E and A, differ in their aminoacid 
sequences, as he has permitted us to quote. 

To return to Dr. Lie-Injo Luan Eng’s letter, it will be easily 
understood and no contradiction will be seen in her report 
that Professor Jonxis obtained on Tiselius electrophoresis a 
different order of mobility with her hemoglobin from that 
she and others found ‘by paper electrophoresis. 

It is true that hemoglobins closely similar in electro- 
phoretic behaviour may influence each other’s mobility 
when mixtures of them are examined. Thus a hemo- 
globin A+F mixture will not separate on paper but the 
non-divided hemoglobin may move a little more slowly 
than pure A and a little faster than pure F. Pure hemo- 
globin G will move just a little more slowly than the G 
in an A+G mixture, and so forth. Nevertheless, what- 
4. Smee aoe im - E.B. Trans. R. Soc. trop Med. Hyg. 1954, 48, 12. 

» Page, E. B., Jensen, W. N. Blood, 1955, 10, 999. 
* Konkel H. o. * Wallen, G. Science, 1955, 122, 288. 
. Aksoy, M., Lie-Injo Luan Eng, H. Lancet, 1957, i, 792. 
Huisman, T. H. J., Prins, H. K. ¥. Lab. clin. Med. 1955, 46, 255. 
Rae A. R., Robson, M., Harrison, A. P., Zuelzer, W. W. ibid. 1957, 
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ever the limitations to the value of paper electrophoresis 
in the identification of human hzmoglobin variants it 
seems to us that its usefulness could be greatly enhanced 
if it were more often used to its best advantage. The 
spectrum is becoming more crowded (see fig. 1) and there 
is much to be said for the use of vertical rather than hori- 
zontal paper electrophoresis. Hanging-strip electrophoresis 
has always been found to produce finer differentiation and 
more distinct and better reproducible patterns. Applica- 
tion of the sample as a streak rather than a spot is 
necessary for good results (see fig. 2). For instance, by 
this method we have not found Buginese X to change its 
mobility on dilution. 
St. Thomas’s Hospital, London, S.E.1. J. A. M. AGER. 


+ ae H. LEHMANN. 
aes? ~~ +. pene J. M. VANDEPITTE. 
A DISTRICT MENTAL HEALTH SERVICE 

Sir,—The “ Worthing experiment”, described by 
Dr. Carse and his colleagues (Jan. 4), may, as they claim, 
indicate a blueprint for future psychiatric practice. We 
believe that domiciliary mental health services could be 
extended with advantage; indeed, a description of the 
development of such services will be found in the annual 
report for 1940 of the Bucks Mental Hospital. It is, 
however, necessary to guard against over-optimism about 
proposals which now seem to have captured public 
imagination. 

In Worthing in 1956 there were 548 admissions in ten 
months from a catchment area with a population of 
160,000, giving a crude annual admission-rate of 4-11 per 
1000. In 1957 this rate was reduced to 1-68 per 1000. 
This measure of success is tempered by the knowledge 
that in England and Wales in 1954 there were 71,699 
admissions from a population of 44,274,000, giving an 
annual admission rate of 1-62 per 1000; thus the second 
year of the experiment appears to have reduced the 
admission-rate almost to the level of national expectation. 
It may be possible to effect similar reductions elsewhere 
if the general standards of home accommodation are 
equally good; and this tendency, if sufficiently widespread, 
might effect some reduction in the total cost of hospital 


care. 
Warneford Hospital R. W.P 
ape om te 5 ey IAN SKOTTOWE. 


A NEW SYNDROME 

Sir,—Your leading editorial under this heading ! con- 
cludes: “‘ But even if awareness of the new syndrome 
brings us no closer to solving the ulcer mystery, it has 
already helped us to define more clearly the extent of our 
ignorance.” 

The triad with the pancreatic islet-cell adenoma as the main 
feature does not appear to be very common according to either 
of the Zollinger and Ellison papers. In the 1956 review of 24 
such cases there were 19 malignant tumours and only 5 adeno- 
mas; and 5 of these 24 had evidence of hyperinsulinism and 
hypoglycemia. In regard to multiple endocrine adenomas, you 
failed to mention the case recorded by Fisher? and his 
subsequent explanation from results of injecting the serum of 
the patient into rabbits. He concluded that no information 
from “ clinical or experimental sources allowed for the inter- 
pretation that this substance (HGF) was directly related to 
ulcer production ”’. 

Hyperglycemia and peptic ulceration seem to have an 
inverse relationship in patients with diabetes mellitus. Further, 





1. Lancet, 1957, ii, 1151. 
2. Fisher, E. R., Flandreau, R.H. Gastroenterology, 1957, 32, 1075. 





as Ellison states in his later article: “‘ The role of glucagon is 
still in question. As I mentioned previously our studies have 
been rather inconclusive as to whether this pancreatic hormone 
has any effect on gastric secretion ”’. 

I agree that the presence of alpha-cell granules in one of the 
tumours described by Dr. Priest and Dr. Alexander * cannot 
be lightly discounted, but I wonder how important this is. The 
beta granules in tumours are difficult to stain primarily, and 
yet the granules will readily accept the counterstain which is the 
usual method -used in staining the alpha-cells. In short, many 
cytoplasmic granules including those of the exocrine cells stain 
similarly to the alpha cells, both taking the counterstain. 

May I suggest, Sir, that meanwhile a question mark be 
placed behind the last word of the title of your leader ? 


Henry Ford Hospital, Detroit 2, 
Michigan, U.S.A. JosEPH C. SIERACKI. 


PROBLEM FAMILIES 
Sir,—The survey of problem families in London, 
reported by Dr. Scott (Jan. 25), raises a question of par- 
ticular interest to us—namely, the contribution of low 
intelligence to social problems. His conclusion is that low 
intelligence is an important etiological factor in problem 
families, being present in 50-9% of his group. This sug- 


gestion is of great importance, since if it can be shown 


that low intelligence bears such a causal relationship to 
problem families then the whole question of low intelli- 
gence must be seen in this light. The analysis of results 
in the present study still leaves the point open to doubt 
since among the criteria for the selection of problem fami- 
lies were a number of qualities—‘‘ low intelligence ” 
among them—on which the families were allotted points. 
So long as low intelligence forms part of the definition of 
“‘ problem family ”, inevitably the group will show low 
intelligence as a feature. 

May we suggest that the analysis should be taken a step 
further, using a standard for diagnosis of problem fami- 
lies which does not already use the criteria which the sur- 
vey is designed to study. The problem family, although 
greatly varying in individual characteristics, does have 
some common basic features, possibly more discernible 
than describable, which would permit of diagnosis by 
other means. The factors listed by Dr. Scott as supposed 
common concomitants could then be correlated with the 
problem families so determined. If this were done the 
relationship of low intelligence, “‘ emotional instability ”’, 
&c., could be more clearly seen. We suspect that low 
intelligence would not probably be found to be so 
markedly present. In determining the presence of edu- 
cational subnormality we consider also that a visual 
diagnosis is not satisfactory. 

. FRASER BROCKINGTON 

Deparment of Socket end Pen ZENA STAM. 





TREATMENT OF MYX@DEMA 

S1r,—Though my article of Jan. 18 was not particularly 
concerned with the significance of the B.M.R. test in 
myxcedema I am grateful to Dr. Goldberg and Dr. Seaman 
(Feb. 1) for giving me an opportunity of explaining what 
I mean by a significantly lowered basal metabolic rate. 
As I see it, the significance of the B.M.R. in the syndrome 
of myxcedema is relative to the rest of the clinical details. 
It has no absolute significance. 

In case 3 the fact of a previous thyroidectomy was of para- 
mount importance to which the other facts must be subordin- 
ate. The presenting clinical picture suggested a recurrence of 
hyperthyroidism and I expected that the B.M.R. would show 

3. Priest, W. M., Alexander, M. K. ibid. p. 1145. 
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as it were, a swing to the right but it showed a swing to the left. 
This could have been due to a technical error but the choles- 
terol level in the blood pointed in the same direction. These 
findings were not in themselves conclusive evidence of hypo- 
thyroidism but the subsequent change in the T waves of the 
electrocardiogram after thyroid treatment added so much to 
their significance that I felt I was justified in including this 
case in my series. The after-history has supported my opinion 
and to a clinician the therapeutic test is very convincing. The 
same kind of reasoning led me to regard the B.M.R. in cases 
3 and 7 as significantly lowered. 

The electrocardiographic changes are I believe in the same 
order of significance. I would agree that their diagnostic 
value is limited and I have made no claim for more than this. 
My conclusion was that their relation to the progress of 
myxcedema makes them of considerable value in controlling 
treatment. I was interested to learn that Means found that 
7 out of 24 patients retained their T-wave abnormality after 
specific treatment. This corresponds closely to my own finding 
that in 3 out of 12 patients there was evidence of persistent 
heart damage. 


Oxford. P. C. GIBSON. 


INFLUENZAL ENCEPHALITIS 

S1ir,—Our experience of influenzal encephalitis in the 
epidemic of 1953 and again in this present epidemic sug- 
gests that these cases, two examples of which were reported 
by Dr. Dubowitz (Jan. 18), cannot be so uncommon as 
was previously supposed. Their incidence during these 
epidemics is too great for the association to be merely 
fortuitous. 

In 1953 of two patients one died, and in the past few months of 
three patients two have died; necropsy confirmed the diagnosis 
in all three fatal cases. The ages of the two who recovered were 
41 and 65 and of those who died 30, 37, and 56. 

There is invariably a history of influenza, and the encephali- 
tic attack may occur in the relapse (relapse being common in our 
experience in this present epidemic). All patients, if conscious, 
present with very severe headache indeed, neck rigidity, 
drowsiness, and fever. There may be early onset of coma, with 
asymmetry of signs involving the nervous system. Bronchitis 
or bronchopneumonia was present in all. The cerebrospinal 
fluid may or may not be abnormal in cells and protein, and there 
may be a neutrophil leucocytosis, though this is not invariable. 

If there is recovery, then it is complete within 10-14 days. 
So far, no sequalz have developed. 

There may be complete amnesia for the whole illness, with, 
in addition, some retrograde amnesia. For instance, one of the 
patients who recovered remembers setting off to watch dog- 
track racing, but nothing more until he recovered consciousness 
in hospital days later. 

The macroscopic appearance of the brain (see figure) in 
patients who come to necropsy indicates that the previous 
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hypothesis, that the condition is due to anoxia, is unten- 
able. The encephalitis (which is hemorrhagic) is strikingly 
confined to the white matter. This is in complete agree- 
ment with the pathological appearances described by 
Crawford,' and named acute hemorrhagic leuco-enceph- 
alitis. 

We are indebted to Dr. W. D. Brinton and Dr. H. G. H. Richards 
of Winchester for referring one of the cases to us. 


R. J. McGILi 


Royal South Hants Hospital, R. A. GoopBopy 


Southampton. 


MANIPULATION FOR BACKACHE 

Str,—Articles on manipulation of the spine always 
stimulate a mass of correspondence and Mr. Bremner’s 
contribution (Jan. 4) is no exception. Mr. Thomas’s 
letter of Jan. 25 caught my eye. He states: ‘‘ Of some 
hundreds of disc protrusions I have seen at operation 
I have never seen one that could be reduced by manipu- 
lation. Perhaps it is only the irreversible discs that come 
to operation.’’ He then asks the question ‘“‘ What evi- 
dence is there for disc protrusion reversible by manipu- 
lation ? ”’ 

I thought it was generally accepted that at least 95% 
of disc lesions recovered with conservative treatment and 
only those that failed to do so came to operation. This 
would explain why Mr. Thomas has yet to see at opera- 
tion a protrusion that could be reduced by manipulation. 

As to whether it is possible to reduce a nuclear prolapse by 
manipulation or traction so that it remains reduced depends 
upon the extent of the annular tear and the condition of the 
nucleus. In the presence of a large annular tear and a turgid 
expansile nucleus, although traction may well reduce the pro- 
lapse with temporary relief of symptoms, it will obviously 
recur directly traction is released. This is, of course, the type 
of case which does so well on sustained traction in bed and is 
quite unsuitable for manipulation. If, on the other hand, the 
annular tear is small, the nucleus fibrotic, and its expansile 
power diminished, there should be much less tendency for 
the prolapse to recur after it has been reduced by traction. 
Incidentally, as a treatment for nuclear prolapse traction is, in 
my opinion, the only safe manipulative procedure. 

Mr. Thomas may argue that to suggest that a pro- 
trusion can be reduced by traction is pure surmise, and 
I can only reply that many patients, who have been diag- 
nosed by, among others, orthopedic surgeons as having 
prolapsed discs, have responded to this form of treatment. 
Actually one may ask what evidence is there of nuclear 
prolapse in the 95% of so-called disc lesions that recover 
with conservative treatment. 

E. J. Crisp. 


London, W.1. 


Sir,—Since the word “‘ osteopathy ” recently appeared 
in one of your original articles on the subject of manipula- 
tion, perhaps you would grant the courtesy of a rejoinder 
from an osteopath, since manipulative therapy is very 
much the osteopath’s province. 

Mr. Bremner (Jan. 4) said that osteopathic manipulation was 
held out to be, by those using the method, a cure for virtually 
all backache. Every qualified osteopath would strongly reject 
such an idea, and would cite many conditions illustrating the 
contrary. There are, for example, the intractable referred pains 
of renal lithiasis, the disabling pains of spondylitis, osteitis 
deformans, multiple myeloma, and similar spinal diseases, 
and the specific infective types of spinal arthritis which spring 
immediately to the mind. One could describe at length the 
~sL, Crawford, T. J. clin. Path. 1954, 7, 1. 














8 FEBRUARY 1958 LETTERS TO 


THE EDITOR 321 





systemic diseases which give rise to the symptoms of back- 
ache and which are not amenable to manipulative treatment. 
Disseminated sclerosis, some nutritional deficiencies, and most 
neuropathies are amongst other cases in point. The crux of 
this matter is, of course, accurate diagnosis. 

Mr. Bremner’s statement that he applies manipulation for 
backache with the idea of giving the patient “‘a good start ” 
will cause the average osteopath to recoil in horror. As well 
suggest the victim be given a bath as a helpful preliminary. 

** Backache ” is not a diagnosis, but a symptom. Nor is 
manipulation an all-purpose procedure. Indeed, it would be 
preferable to call it manipulative therapy, and when applied 
in a case presenting the symptom of backache it should be 
preceded by certain initial basic steps: 

Firstly, the patient must be clinically assessed, and an adequate 
differential diagnosis made. Selectivity is essential. 

Secondly, when manipulative therapy is applied it must have 
specific objectives, work within well-defined limits, and never be 
used as a general procedure without definite reason. 

Thirdly, in manipulative techniques, it is necessary—to safeguard 
the patient and the parts involved—that the operator conforms to 
scientifically based rules. Indiscriminate force is no more manipula- 
tion than a violent blow with a club on a ball is golf. 


The trained osteopath claims that he uses his manipul- 
tive therapy to attain’ specific and precise objectives in a 
highly selective way. He further claims that to use 
manipulative techniques, and the methods of diagnosis 
necessary as a preliminary to them, one must be taught, 
and the period of training must be a long one. A crafts- 
man is much more than a man who just “ knows how ” 
To his theory must be added a long and sometimes 
difficult period of practical experience. 

R. F. MILLER 


Registrar, 
General Council and R gi of Osteopaths 





London, S.W.1. 


S1r,—Manipulative treatment presents us with a regu- 
larly repeatable and predictable series of events, and is 
therefore worthy of scientific study. 


A typical patient complains of pain of the “ muscular rheu- 
matism ” type, and the appropriate manipulation of the appro- 
priate joint commonly produces an immediate cure. This is a 
phenomenon I have observed several times a week for the past 
ten years. Although manipulation under anesthesia is sometimes 
useful, I do not use it myself in general practice. In any case, 
the question of anzsthesia is irrelevant to our present theme 
and is in fact confusing since it would be quite possible for a 
joint to be manipulated accidentally while an anezsthetised 
patient was being lifted or moved (I am thinking of the pains 
in the right iliac fossa which disappear after the removal of a 
normal appendix). On the other hand, I have several times seen 
patients whose pains have arisen from sustained, strained pos- 
tures under anzsthesia. 

Some regard the manipulable diseases as being psychological 
in origin, and the treatment by manipulation as psychotherapy. 
On the contrary, my own evidence suggests that we are dealing 
with a group of diseases of mechanical origin. They arise gen- 
erally either from a chronic postural strain (of external origin, 
such as those caused by sagging beds, pillows of the wrong 
height, or unsuitable furniture, or of internal origin, such as 
pregnancy backache). Alternatively, they may arise from acute 
strains, which may likewise be regarded as of external origin 
(such as backache after lifting) or of internal origin (such as post- 
partum backache, pain at the tips of the lower costal 
after coughing, or a “crick in the neck”). The change in the 
degree of pain with movement in certain directions, and the 
usually successful mechanical treatment of such conditions by 
manipulation or by exercises, is further evidence of a mechanical 
disease. 

The precise nature of the changes in a joint which is 
being manipulated has not been certainly and clearly 
established. I do not feel it is in any way disgraceful to 


admit to ignorance even over such a crucial point as this. 
What we must all feel to be disgraceful is that ancient 
arguments about unregistered practitioners should have 
been allowed to obstruct the advance in knowledge of this 
part of medicine for the best part of a century. 

Lowestoft. N. B. Eastwoop. 


S1r,—I cannot understand how Dr. Barbor (Feb. 1) 
interpreted .my letter of Jan. 25 as advocating manipula- 
tion of the spine as a placebo. There is nothing whatever 
in my letter to justify this interpretation. 


~~ Davip F. Tuomas. 


PENICILLIN HYPERSENSITIVITY 

Str,—During the symposium on antibiotics + and in 
your leading article on penicillin hypersensitivity ? men- 
tion was made repeatedly of anaphylactoid reactions follow- 
ing injections of penicillin. Dr. Sims * asked whether 
anaphylactoid reactions to oily suspensions of procaine 
penicillin have been observed. 

Having dealt with the side-effects of antibiotics in a book,* 
I should like to draw your attention to the fact that in the litera- 
ture it is stressed time and again that anaphylactoid reactions 
after penicillin depend neither on a special compound which is 
administered, nor on the medium in which penicillin is dis- 
solved or suspended. Reactions have been reported after oral 
administration of penicillin® as well as after local adminis- 
tration. *’ Mayer et al.* reported anaphylactoid reactions with 
fatal results due to inhalation of penicillin powder. Everett ® 
reported acute anaphylactoid reactions after instillation into 
the maxillary sinuses. Special mention has been made * of 
anaphylactoid reactions after intramuscular injections of 
procaine penicillin in oil with aluminium monostearate. In 
one case, the patient died 20 minutes after the injection. Here 
it is remarkable that the case-history did not indicate any 
allergic reactions nor any previous treatment with penicillin. 

Jecssaiom, Leo SCHINDEL. 


CARE OF DRUG ADDICTS 

Sir,—The report of a study group of the World Health 
Organisation on drug addiction (Jan. 11, p. 113) gives the 
impression that victims of addiction to opium and its 
derivatives can be readily treated by various techniques. 
This is quite contrary to the general experience of those 
familiar with the problem. 

It is misleading and unrealistic to refer to “‘ easiest to treat ” 
and “ harder to treat”? and to suggest that addiction can be 
treated by mass methods (whatever that may mean) or by psy- 
chotherapy not essentially different from that employed in other 
personality disorders. 

The unpleasant truth is that drug addiction occurs invariably 
in psychopathic personalities, and is for all practical purposes 
incurable. There is no such thing as a slight case of addiction 
just as there is no such entity as a slight case of pregnancy. The 
condition either exists or does not and the only circumstances 
which can favourably influence the prognosis are its duration, 
the quality of the patient’s personality, and the nature of his 
environment. 

Residential treatment is absolutely essential in any attempt at 
cure and anything short of this is a waste of time, effort, and 
pom Furthermore, the addict will inevitably relapse after 

. See Soe Lanse, 1957, ii, 888. 
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every treatment other than that carried out under residential 
conditions, which means that ultimately a longer-standing addic- 
tion will have to be tackled and that any confidence which the 
patient might have had in the efficacy of treatment will have be- 
come seriously undermined. 

It is still far too easy for addicts to obtain drugs. In most 
cases they represent’ themselves to sympathetic (and possibly 
inexperienced) practitioners as anxious to undertake treatment 
because they can no longer afford the exorbitant prices de- 
manded by dope pedlars. Very often drugs are obtained by 
people who are not addicts at all and the supply changes hands 
at fifty or more times its cost. 

The only effective way of preventing abuses by ambulant 
patients or tricksters is personally to administer drugs only 
when there is clinical evidence of deprivation. They 
should not be given a supply of the drug under any cir- 
cumstances but referred to hospital. 

Until legislation is introduced to provide for the deten- 
tion of addicts in hospital on their own application for a 
minimum period of three months, their numbers will not 
diminish and the cure of drug addiction will continue to be 
largely providential. 

London, N.W.1. ELLIs STUNGO. 


TREATMENT OF UNDULANT FEVER 

Sir,—With great interest I was reading Dr. Torres 
Gost’s article of Jan. 25. 

So many treatments have been tried for brucellosis 
but none has been proved wholly satisfactory: it would 
be very welcome if ‘Cathomycin’ turned out to be the 
drug of choice. 


I had the opportunity to observe several outbreaks of 
brucellosis in the Negev district of Israel. The first epidemic 
broke out some four years ago and we treated about 20 cases. 
In 1957, in a much bigger outbreak, we cared for well over 
100 cases (a report has not yet been published). We had, of 
course, the opportunity to try several treatments. All patients, 
however, got streptomycin and chlortetracycline (aureomycin) 
or oxytetracycline (‘ Terramycin’) in different doses and for 
different periods of time. The cases treated were all in an 
acute phase and showed the typical signs and symptoms of 
brucellosis in all varieties. 

With very few exceptions, the patients reacted satisfactorily 
to this treatment: the temperature started to drop after about 
three days and usually became normal on the fifth day. All 
the other symptoms and pathological laboratory findings dis- 
appeared during the treatment. The spleen got smaller but 
did not return to normal. The treatment was usually continued 
for two to three weeks. I do not say that all the patients were 
cured during the course of treatment—several patients did 
have relapses—but quite a number felt fit after treatment. 
The follow-up showed no further relapses and there was a 
definite decline of the agglutination titre. 

Dr. Torres Gost does not say anything about the follow-up 
of his patients, and I must confess his statement is not too 
convincing. One cannot yet say definitely whether cathomycin 
really is the drug of choice in brucellosis. Dr. Torres Gost 
does not mention how long his patients were observed after 
stopping treatment. It is known that patients with brucellosis 
can relapse even after months of comparative wellbeing. 
I should think a period of at least one year should elapse 
before the patient is regarded as cured. During this period the 
patient should feel well himself, the clinical and laboratory 
findings should remain normal, and the agglutination titre 
should become normal or at least decline. 


The trial period of cathomycin seems to me too short 
to justify a final conclusion. Our experiences with 


streptomycin and aureomycin (or terramycin) were 
satisfactory as regards immediate reaction to treatment 
but not as regards complete cure after the first course of , 


treatment. Practically all cases were finally cured. There 
were no toxic or allergic reactions to the drugs used. 


Hayim Yassky Hadassah Negew Hospital, 
Beer Sheba, Israel. E. E. LEHMANN. 


TIME OF RECURRENCE OR CURE OF TUMOURS 
IN CHILDHOOD 

S1r,—The following case-report is of interest in view 
of Dr. Knox and Dr. Kingsley Pillers’ paper (Jan. 25) 
on the prediction of a “period of risk” of tumour 
recurrence after operation. 

A boy, born on March 14, 1953, appeared a normal child 
until August, 1953, when a large tumour was found in the 
abdomen filling the left hypochondrium and extending into 
the left inguinal fossa. On Aug. 26, at laparotomy, the tumour 
was removed. It was found to arise from the lower pole of the 
left kidney, and histological section showed that it was a 
Wilms tumour. Postoperative progress was excellent and no 
deep X-ray treatment was given. He was seen at 6-monthly 
intervals in the outpatient department and on Jan. 18, 1955, 
was noted to be fit and well. In February, 1955, he had an 
attack of pneumonia treated at home. Soon after this he became 
short of breath, and on April 4, 1955, a chest radiograph showed 
a large secondary deposit in the right lung. Further treat- 
ment was refused; and he died on April 27, 1955. 

In this case the estimated “ period of risk” was 14 
months (5 months plus 9 months). This child survived 
14 months after operation and a further 6 months into 
the “safe period” before a recurrence was found. 
Even if the attack of “ pneumonia ”’ is taken as the first 
sign of recurrence, he lived some 4 months into the 
** safe period ’’ apparently fit and well. 

As Dr. Knox and Dr. Kingsley Pillers point out, one 
patient surviving far into the “‘ safe period ” with eventual 
recurrence would seriously call in question the premise 
on which the estimation of the “ period of risk ” is based. 
This boy could be such a case. On the other hand, it is 
conceivable that a large secondary tumour could have been 
present in the chest for 6 months before it was actually 
diagnosed. Nevertheless, this patient’s recurrence was 
sufficiently late to warrant some caution in accepting Knox 
and Kingsley Pillers’ estimate of the “ period of risk ”’. 

I should like to thank Mr. A. B. Birt for permission to publish 
this case. 

Jenny Lind Bonpiesl, M. W. ParTINGTON. 

CORTISONE AND HYPOGLYCEMIC SHOCK 

Sir,—Dr. Kay, in his interesting remarks,’ expressed 
the opinion that in our experiments? insulin sensitivity was 
due to depression, by the previous large doses of cortisone, 
of the activity of the pituitary gland and the adrenal cortex. 
To explain the absence of hypoglycemic shock during 
cortisone treatment, he suggested that the stimulating 
effect of cortisone on the cerebral cortex was absent at 
blood-sugar levels producing hypoglycemic shock. 

In our opinion, other factors must also be taken into account. 
The blood-sugar level at which insulin shock appears depends 
on the state of the organism. Under certain experimental con- 
ditions there is no shock at quite low blood-sugar levels, while 
under other circumstances shock may develop at comparatively 
high levels. In diabetic patients hypoglycemic shock sometimes 
sets in at about 100 mg. per 100 ml., if, after insulin, the blood- 
sugar had fallen there from a high level. 

In our animal experiments, when before insulin administra- 
tion the blood-sugar had been considerably above normal (in 
rabbits the blood-sugar may rise spontaneously on excitation), 
insulin shock at times developed at a level even higher than 


1. Lancet, 1957, ii, 850. 
2. ibid. p. 805. 
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100 mg. per 100 ml. In other experiments the associated effects 
of insulin and stress sometimes induced shock at above-normal 
levels.* * On the other hand, in severe alkalosis in the symp- 
tom-free animal the blood-sugar level may be extremely low for 
long periods (1-2 hours) before convulsions supervene. 

These observations seem to confirm the supposition that 
under strong insulin effect the conditions impeding glucose 
utilisation may encourage the development of convulsions. 

Cortisone promotes rather than inhibits the uptake of 
glucose by the tissues.’ In our experiments the counter- 
regulatory and stress effects were inhibited, as Dr. Kay 
has suggested, on the basis of the inhibiting effect of corti- 
sone on the pituitary and adrenal cortex. The above cir- 
cumstances may explain why insulin shock did not 
develop after a pronounced fall of blood-sugar in cortisone- 
treated animals. 

Ist De; ent of Pediatrics, 

Budapest Caiveniey Medical School. 

HAZARDS OF INSEMINATION BY ELECTRO- 

PHORISED SEMEN FRACTIONS 

S1r,—The possibility of artificial sex regulation in man 
is, of course, of general interest. The success obtained by 
Schréder * in the electrophoretic separation and conse- 
quent insemination of rabbit sperm, since partially con- 
firmed, ’?* points to the possibility that a similar success 
may be obtained in humans, despite the negative results 
obtained by Kordts * and Pilz.?° My finding ™ that human 
sperms can be separated electrophoretically supports such 
a possibility. It might be thought that there is an un- 
trammelled path so far as the application of the electro- 
phoretic method in artificial insemination is concerned. 
But at the present stage there are serious hazards in such an 
investigation for the following reasons: 

(1) Damage to sperms.—The electrophoretic separation can 
damage the sperm. Such damage is minimal with the “ best ”’, 
experimentally determined, conditions in the narrow range 
of voltages and currents, which vary somewhat with donor 
and more with the history of the sperm, the pH, and the type, 
content, history, and temperature of the suspending buffer 
solution. Generally, damage is estimated by observations on 
motility. But I would add that experiments on sperms in this 
laboratory have shown sperm fatigue effects which are associ- 
ated more often than not with peculiar behaviour and reduced 
motility even under “ optimal ” conditions, The possibility can- 
not be excluded that such fatigued or damaged sperms, if 
allowed to fertilise the corresponding ova, may give rise to 
abnormal offspring. I have noted occasional abnormalities in 
electrophoretic offspring of rabbits. Since electrophoresis does 
affect the sperms, there is a distinct possibility that the propor- 
tion of abnormalities obtained on insemination with electro- 
phoretic fractions will be greater than the natural proportion. 
This aspect, along with other problems concerned in artificial 
insemination of non-human mammalian sperms, is being 
studied, 

2. Undesirable genetic selection.—Theoretical reasons can be 
advanced in favour of the hypothesis that the electrophoretic 
method—and other methods of sperm separation being investi- 
gated—are capable of genetic separation as well as sex separation. 
But what is not known and cannot be estimated at the present 
stage is what form of separation will take place. Some of the 
electrophoretic—and other—fractions may on artificial in- 
semination give rise to undesirable characteristics in the off- 
spring. Only the results of study of a number of generations will 
decide. 


L. BARTA. 
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3.—Undesirable chromosomal and other changes.—It is known 
that chromosomal material, being electrically charged, will 
tend to be displaced under the influence of electrical fields. 
Such displacements are more pronounced when the cells are 
kept stationary, but cannot be safely neglected even in movable 
cells. Such displacements may lead to undesirable irreversible 
genetic effects. 

Before the effects of such methods are studied in man, 
the hazards must be assessed in animals. Neglect of the 
untoward possibilities places a grave responsibility on in- 
vestigators attempting artificial insemination with electro- 
phoretic fractions of human sperms, particularly so be- 
cause other methods under consideration may prove less 
hazardous. 


Physical Chemistry Laboratory, 


South-West Essex Technical College, 


London, E.17. S. Lewin. 
EXCHANGE TRANSFUSION IN THE MANAGEMENT 
OF ANURIA 

S1tr,—One of the greatest killers of anuric patients is 
hyperpotassemia. Bull’s regime ' of diet and fluid control 
has done much to improve the outlook, but situations still 
arise where a manceuvre which lowers the body-fluid 
potassium level for a few days may save life. 

When blood is cold-stored in citrate-glucose solution, potas- 
sium passes from the cells out into the plasma. The plasma- 
_ potassium level rises from the normal 5 mEq. per litre to 
25 mEq., the cell-potassium level falling from 140 . per 
litre to 100 mEq. When this blood is warmed at body tempera- 
ture, the red cells take up potassium again, the cell-potassium 
level rising from 100 mEq. to 130 mEq. and the serum-potas- 
sium level falling by about 15 mEq. per litre.*? Thus stored 
erythrocytes soak up potassium from the surrounding medium, 
when warmed in the presence of glucose. Therefore, in theory 
at least, if cold-stored packed cells separated from their plasma 
are trarisfused into a patient, they should take up potassium and 

lower the patient’s serum-potassium level. 

In actual fact, simple transfusion of “packed” cells into 
anuric patients does not lower the serum-potassium level, 
possibly-because of the high potassium content of the residual 
plasma medium of packed cells. 

A woman, aged 61, weighing 50 kg., was anuric following 
acute pyelonephritis in her sole functioning kidney. When her 
serum-potassium level rose to 7-4 mEq. per litre, exchange- 
transfusion was performed by taking off 550 ml. of the patient’s 
blood, and then running in 650 ml. of packed cells through the 
same needle. After twelve hours the serum-potassium level had 
risen slightly to 7-6 mEq. per litre, but after forty hours it had 
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fallen to 6°5 mEq, and it remained lower than the pre-trans- 
fusion level for three days (see figure). 

Profuse diuresis began on the eleventh day of anuria, and 
after energetic electrolyte replacement the patient made an 
excellent recovery. 

Why exchange transfusion should be successful when 
simple transfusion is not, I am unable to suggest, but I 
regard as significant this fall of 0-9 mEq. per litre in the 
serum-potassium, and the long-continued effect of the 
transfusion in the presence of absolute anuria. Such 
encouraging results are definitely worthy of further inves- 
tigation. The cells should be thoroughly packed by slow 
centrifugation. The ideal material to use would be 
washed cells, where the plasma with its high potassium 
content has been completely removed. 

Edgware General Hospital, 


Middlesex. 
INTRAGLOSSAL INJECTIONS: A COMPLICATION 


Sir,—Dr. Bullough’s short paper (Jan. 11) suggested 
what appeared to be a useful route for injections when all 
the usual veins are inaccessible. 

Encouraged by his statement that he has used it for five 
years without mishap, I ventured to inject, as he suggests, 
100 mg. of suxamethonium into the tongue of a patient under- 
going myomectomy. The desired effect appeared in one to 
two minutes, and provided good relaxation during abdominal 
closure. 

Three days later, the patient complained of pain and swelling 
of the tongue. This lasted for several days, and was accom- 
panied by swollen, tender glands round the angle of the jaw 
on the left side and by some earache. There was no pyrexia, 
but the pain and swelling subsided gradually under treatment 
with penicillin and ‘ Deguadin ’ lozenges. At its worst, there 
was considerable oedema of the left side of the tongue, and the 
patient could not “ put it out” between the teeth. She was 
able to take only a liquid diet, and said she suffered more 
discomfort from the tongue than from her operation. 

It is difficult to be certain as to the cause of the swelling 
in this case. Suxamethonium has been used intra- 
muscularly on too many cases for a local reaction to seem 
likely. The tongue is so vascular that a localised infection 
seemed at first unlikely, and the syringe and needle were 
from the usual sterile tray and the injected solution came 
from a freshly opened ampoule. Whatever the cause or 
the rarity of such a reaction following intraglossal injec- 
tion, there is no doubt that it causes far more discomfort 
and distress to the patient than the painful sequel of, 
say, intramuscular injections. The use of an irritant 
solution, even in an emergency, by intraglossal injection 
would seem dangerous, since the resulting oedema might 
well obstruct respiration in the pharynx. I personally 
feel disinclined to repeat the procedure with any solution. 


FRANK L. ROBERTSHAW. 


P. D. HuGHEs. 


Altrincham, Cheshire. 


COAGULABILITY OF THE BLOOD IN ISCHAMIC 
HEART-DISEASE 

Sir,—We were interested to read of the experiments of 
Dr. McDonald and Dr. Edgill ! because of our somewhat 
similar work. 

We observed acceleration of coagulation in thrombophlebitis, 
hypertension, arteriosclerosis, and old myocardial infarction. 
In these cases shortening of coagulation-time, Rosenthal’s 
heparin clotting-time, and antithrombin-time, and acceleration 
of retraction were observed.*~* In the thromboplastin-genera- 
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* Both with ischemic heart-disease. 
tion test higher thromboplastin curves than the normal were 
obtained. 

In such cases we examined closely the result of the “‘ heparin 
loading test”. 100 mg. heparin was given intravenously; 
15, 30, 60, 90, 120, 180, and 240 minutes later venous blood was 
obtained for the thromboplastin-generation test of Biggs and 
Douglas. We found that the maximal antithromboplastic effect 
of heparin in normal persons continued for 120-180 minutes, 
and then a subnormal curve was obtained. 

Using this method, different results were seen in Buerger’s 
disease, thrombophlebitis, ischemic heart-disease, and essen- 
tial hypertension. In some cases the antithromboplastic effect 
of heparin continued only 15-30 mins., and at 60 mins. 100- 
130% thromboplastin was produced. 

In other cases, even 15 mins. later the ‘antithromboplastic 
effect of heparin was not seen (see table). 

‘The experiments show that heparin was either rapidly 
consumed or quickly neutralised. 

Second internal Clinic 


of Istanbul Nee 
Guraba Hospital, Istanbul, Turkey. 


ORHAN N. ULUTIN 
D. SESTAKOF. 


TREATMENT OF BREAST CANCER 


S1r,—Your leading article last week deals once more 
with the radical-mastectomy v. local-mastectomy-and- 
irradiation controversy in terms of alternatives and five- 
year survival-rates. It had seemed to me that we had 
progressed beyond this point. McWhirter performed a 
considerable service in challenging an oversimplified 
reliance on radical mastectomy as the one hope of cure for 
patients with carcinoma of the breast but offered in 
return at least as rigid a treatment scheme. It is almost 
certain that he supplied better radiotherapy together with 
less dissemination due to restriction of the surgery 
attempted in the more advanced cases, showing a gain on 
balance but a loss whenever radical mastectomy remained 
the best treatment. There has been a concerted attempt 
to throw doubt on McWhirter’s results, which are far 
better presented than those of most of his critics—notably 
than those of the “ strong challenge” you quote from 
the Mayo Clinic. His recording and reporting are 
models which most would do well to follow; it is his 
conclusions and the practice they have led to which we 
are all entitled to. debate. I hold that no-one who has 
made a careful and unbiased study of the course of 
breast cancer should any longer believe that one simple 
treatment plan, applied rigidly by clinical stage of 
advancement alone, represents the best that can be done 
today for their breast-tumour patients. 

You refer to the improvement in five-year survival-rates 
with time. In 19521 you published a lecture of mine showing 
that this had been occurring all over the world for many years 
irrespective of combination of treatment method employed. 
I listed several factors other than treatment which might be 
responsible for this and added a plea for individual selection 
of treatment to suit individual people and circumstances, based 
on our considerable knowledge of the chances of success. 
Much has appeared to support this view since then and to help 
us to better individual choice. The over-riding importance to 
prognosis of tumour grade* has been even more securely 


1. “Smithers, D. W. Lancet, 195 
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established; the advantages of the utmost care in selection for 
radical mastectomy and the excellent results which then 
follow * have been stressed; the importance of age and tumour 
size * are better understood; and the influence of site of origin, 
length of history, and relation of onset to the menopause ® 
have become a little clearer. To these, and to many other 
factors in prognosis which influence the choice of treatment, 
have been added the whole gamut of methods aimed at hor- 
mone control to stimulate our thought and keep us from rigidity 
in treatment planning. 

The Saskatoon experiment in education and organisa- 
tion * has given new substance to belief in the value of 
early treatment with 70% of patients being first seen in 
hospital while still technically operable and with a five- 
year survival-rate of 44% rising to 48% (1944—49) in all 
patients seen without any of the usual exclusions, little 
of the usual selection, and using either radical mastectomy 
and postoperation irradiation or irradiation alone in 
many of the cases. To compare methods of treatment 
merely by overall five-year survival-rates under circum- 
stances differing so materially in other respects, as have 
those, for example, referred to above, is of little value. 

I am tempted to dgal with the “‘ humbling fact ”’ tucked 


away in the Birmingham figures to which you refer but this. 


raises other issues and would encroach unnecessarily on 


your space. 
Institute of Cancer Research, 
Royal Cancer Hospital, 
London, S.W.3. 
SITE OF FORMATION OF CASTLE’S INTRINSIC 
FACTOR: SPECIMENS WANTED 


Dr. K. B. TAYLOR (Nuffield Department of Clinical 
Medicine, The Radcliffe Infirmary, Oxford) writes: 

“‘In this department we are interested in the site of for- 
mation of Castle’s intrinsic factor and we need fresh frozen 
samples of the stomachs of patients with pernicious anzmia 
for prosecuting these studies. These samples could be 
obtained during operations for gastric neoplasms. If any of 
your readers could kindly inform me when an operation for 
carcinoma of the stomach in a patient with pernicious anemia 
was about to be done, giving preferably a few days’ notice, 
I could make arrangements for the collection of the specimen 
at the operation.” 


D. W. SMITHERS. 





Parliament 





QUESTION TIME 


The Worthing Experiment 

Dr. DONALD JOHNSON asked the Minister of Health the cost 
of the Worthing experiment’ in outpatient and domiciliary 
psychiatry for the 10 months of 1957 during which it had been 
gperating.—Mr. R. H. THOMPSON replied: I am informed that 
the net expenditure in the first ten months of 1957 was £15,753. 
Part of the cost is met by a grant from the Nuffield Provincial 
Hospitals Trust. 

Dr. JOHNSON: Is the Minister aware that two whole-time and 
one part-time psychiatrists, assisted by a small number of 
ancillary staff, have, during these months, reduced the number 
of admissions to mental hospitals in the Worthing area by 324 
cases, compared with the same period last year; and will he 
make an actuarial investigation into the approximate saving of 
hospital costs thereby brought about, bearing in mind that a 
figure of £560 17s. 7d. per case is the average total cost of a 
patient between the time of admission and time of discharge ? 
—Mr. THOMPSON: I am aware <= the results reported in the 

H C.D, Diseases of the . Philadelphia, 1956. 
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first year of this two-year experiment, which I am watching 
with great interest. It is not possible to estimate any financial 
saving which may result; although there were fewer admissions 
to hospital, there was during the year no appreciable change in 
the number of patients resident in the hospital. 


Smoking and Health Education 


Mr. Marcus Lipton asked the Chancellor of the Duchy of 
Lancaster if he would make a statement on the steps which he 
has taken to coordinate official information on the prevention 
of disease. —Dr. CHARLES HILL replied: A number of Govern- 
ment Departments and other agencies are responsible for 
issuing official information on this subject. I keep in close 
touch with them, as they do with each other. Mr. Lipton: Is 
the Minister aware that much official information is now 
available on the connection between cigarette smoking and lung 
cancer? In view of the complete failure on the part of the 
Government in letting the public know the real facts by passing 
the whole subject to local authorities, will he reconsider the 
matter ?—Dr. HILL: By statement in the House and by the 
activities of local authorities, directly and through the Central 
Council for Health Education, the facts on this subject are 
clearly and widely known. It remains for individuals to reach 
their own decision. 

Mr. E. H. C, LEATHER: With great respect, is it not a fact 
that the facts are still very much in dispute and that there are 
very strong grounds for thinking that the Medical Research 
Council has stuck out its neck much too far?—Dr. HILL: 


Although it is not a matter for me in my capacity as Chancellor 


of the Duchy of Lancaster, may I say plainly that the facts are 
clearly known ? The case has been fully established. 


Obituary 








ROBERT KENNETH BOWES 
M.D., M.S. Lond., F.R.C.S., F.R.C.O.G. 


Mr. Kenneth Bowes, surgeon to the obstetrical depart- 
ment of St. Thomas’s Hospital, London, died on Feb. 1 
at the age of 53. 

His father, Dr. J. E. Bowes, who lives in Cumberland, prac- 
tised in Blackburn, and it was there that Kenneth Bowes spent 
his early years. He was a scholar at Queen Elizabeth’s Gram- 
mar School and a student at the University of Liverpool, 
qualifying M.B. with first-class honours in 1929. In the same 
year he also took the M.B. Lond. with honours. After holding 
house-appointments at the Liverpool Royal Infirmary he came 
to London, when he was appointed surgical registrar at 
St. Thomas’s Hospital. Before his appointment ended he had 
decided that his life-work was to be in obstetrics and gynzco- 
logy, subjects in which he had already as a student won a gold 
medal. He successfully applied for the post of registrar to the 
department of obstetrics and gyhzcology at St. Thomas’s. From 
that time his course was clear and he moved steadily onwards 
till he was appointed surgeon to the department in 1936. He 
was also consulting surgeon to the South West Metropolitan 
Regional Hospital Board. He had held the posts of examiner in 
obstetrics and gynzcology in the Universities of London and 
Glasgow and to the Conjoint Board. 

Bowes’ knowledge of medicine was encyclopedic and 
his memory was prodigious. He read quickly and widely 
and was able to retain the substance of every article. This 
was an enormous help to him as the editor of Modern 
Trends in Obstetrics and Gynecology. It was said that 
his colleagues need never consult the Quarterly Index 
Medicus, for Bowes could be relied on to supply any 
reference. He wrote well, clearly, and easily, and his 
published work included contributions to the British 
Encyclopedia of Medical Practice, Hutchison’s Index of 
Treatment, and Birch’s Treatment of Medical Emergencies. 
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A. J. W. writes : 

With his great knowledge of all branches of medicine Bowes 
was a most able clinician and surgeon. Loving his work he was 
loved by his patients. He had the gentlest and kindest of 
natures. If he thought ill of anyone, which is most unlikely, 
he certainly never said so, and his criticism of colleagues or of 
their work was always friendly. He himself was the best and 
most helpful of colleagues. In all his comings and goings he 
was quiet and unobtrusive. He was apparently tireless and if 
anything too conscientious. He saw so many possibilities 
that, in later years and especially when his health was not good, 
he worried himself over-much and often unnecessarily. He was 
determined to carry on and to be his normal self. His troubles 
he kept to himself; his desire was to help his patients and to do 
his work. It is only now possible to imagine, if not to realise, 
the great mental and physical effort he often had to make. 

Handicapped probably by a severe illness in boyhood, at 
no time did he take any part in sport or games. A most sociable 
person, he delighted in entertaining his many friends at home, 
where he and his wife were the best of hosts. He loved his 
home and enjoyed working in the garden of his house near 
Guildford. 

It seems at the moment impossible to realise that he has 
gone from amongst us. By those of us who worked with him 
he will never be forgotten. 


CHARLES JAMES SIDNEY O’MALLEY 
C.B.E., M.D. Lond. 


Group-Captain O’ Malley, who died on Jan. 25, at the 
age of 57, was medical director of the Garston Manor 
and Camden Road Rehabilitation Centres, London, and 
regional adviser to the Ministries of Health and of Labour 
and National Service, deputy director of United Nations 
training-courses in Sweden, Finland, and Denmark, and 
consultant adviser on medical rehabilitation to the World 
Veterans Federation. These 
responsible duties, which he 
discharged with human under- 
standing, sound wisdom, and 
good common sense as well as 
joyful optimism and bubbling 
enthusiasm, were the outcome 
of his work throughout the 
years of the late war when he 
directed the mental and physical 
recovery of thousands of pilots, 
navigators, air-gunners, and 
ground staff. 

From the earliest days of the 
Battle of Britain these young men suffered not only 
multiple injuries—even as many as fifteen or twenty 
major fractures and dislocations, perhaps of all four limbs 
and spine, with nerve-injuries, wounds, and burns—but 
usually also the sense of anxious frustration, hopelessness, 
and fear. Despite all this no less than 92% of pilots and 
air-crew returned to flying duty, 68% resuming full 
operational activities; and 84% of engineers, electricians, 
mechanics, and other ground technicians returned to 
their trades. 

Born in Melbourne, Australia, son of the late Captain 
O’ Malley, D.s.0., James O’ Malley was educated at Wellington 
College and St. Thomas’s Hospital. He joined the Royal Air 
Force Medical Service soon after qualifying in 1925, serving 
at home and overseas especially in obstetrics and gynecology. 
When war broke out he was at the Officers Convalescent Hos- 
pital at the Palace Hotel, Torquay, until it was bombed. Even 
then he infused into the older notion of convalescence a new 
spirit of active recovery. He was principal medical officer in 
the Desert Force, in Sicily and Italy, and -organised the air 





evacuation of 21,000 casualties. Thereafter he was posted as 
commanding officer to the rehabilitation unit established at 
Loughborough College, where extensive playing-fields, gym- 
nasiums, recreation rooms, and a swimming-pool formed the 
physical basis of treatment after surgical measures at Royal 
Air Force general hospitals. He was appointed C.B.E. in 1944, 

O’Malley took a large part in the development of all 
the rehabilitation centres of the Royal Air Force, and 
later he was also responsible for setting up in 1954 the 
Medical Rehabilitation Centre in Camden Road, London, 
which is believed to be the first outpatient reablement 
centre not attached to a hospital. Today it treats some 
80 patients a day. Of O’Malley’s work there J. G. S. 
writes: 

The contribution which O’Malley made to the centre is 
inestimable. His unfailing example to the staff, especially in 
the early days, was a deciding factor in its development. He 
was not one to pay lip service to “‘ team work ”—he made sure 
that it existed and worked. He believed that a high staff 
morale meant a high patient morale, and that both were 
essential to success. The centre also epitomises his firm 
conviction that it is relatively unrewarding to treat disabilities. 
A holistic approach to the problem is essential. Successful 
medical rehabilitation is more of an art than a science. 

Of the warmth and affection with which Jamie 
O’Malley will be remembered R. W.-J. writes : 

Even with a background of fairly rigid Service discipline he 
quickly found the right approach for men whose spirit as well 
as body was hurt and for whom a bold independence was 
essential. For all his convivial friendship and benevolence, 
making him the life and soul of every party, on or off duty, he 
commanded discipline by inspiring loyalty, friendship, and 
confidence. His eager enthusiasm and happy optimism was 
infectious. Every patient, as well as every orderly, nursing 
sister, physiotherapist, and young surgeon, knew that he was 
to be trusted absolutely, and they obeyed him happily and 
willingly. These qualities, together with industry and down- 
right matter-of-fact sense, accounted for his success when he 
applied similar principles to the treatment of disablement in 
industry. In this most important field of medicine he became 
an international leader. 

Dr. O’ Malley is survived by his widow and two daughters. 


Sir ERNEST KENNAWAY 

Dr. E. H. R. Altounyan of Aleppo writes: 

I first met Kennaway when I entered the medical school of 
the Middlesex Hospital 45 years ago. After that there could 
be no doubt in the mind of at least one young student that 
Truth existed amid apparent chaos and was well worth going 
for. Crippled by a remorsely increasing disability which 
would have broken the spirit of most men, he proceeded to go 
for it, and in so doing inspired others. A few weeks before his 
death, lying in hospital, he published his last article, taking 
physical pain as his thesis—the subject for study most imme- 
diately to hand. He was a great cutter away of “dead wood” 
and certain aspects of religion were attacked by his incisive 
axe, but for me and—I think—for all who knew him well, he 
was the embodiment of true piety. His friends know also that, 
but for the supreme devotion, domestic and technical, of 
Lady Kennaway, a tithe of his work would never have been 
accomplished. 








Apgemcunnts 
Foutps, W. S., M.B. Glasg., F.R.C.S., D.O.: part-time consultant ophthal- 
mologist, Addenbrooke's Hospital and East Anglian R Hos- 


pital 
Gnaxt, MONICA, L.R.C.P.E., D.OBST., D.P.H.: assistant M.O., Birmingham. 
MaRTEN, R. roe M_ Oxon.» M.R.C.P.: part-time consultant in dermatology, 
ge Hos 


King’s Co! i London. 
Matuews, E. T., M.B. irm., F.F.A.R.C.S.: part-time consultant anesthetist, 
United i Hospitals. 


Birmingham 
EAGER, C. P., M.B., B.SC. Wales, D.P.M.: assistant psychiatrist, Bristol mental 
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WORLD HEALTH ORGANISATION 

Tue Geneva meeting of the executive board ended on Jan. 28. 
The budget for 1959—$14,300,000—was approved. The 
International Fertility Association, International Union of 
Local Authorities, and Fédération Internationale de Médecine 
Sportive were admitted to official relations with W.H.O, 

The budget for malaria eradication is $17 million in 1958 
and the same in 1959—twice the 1957 budget. Eradication has 
almost been achieved in areas with a population of 231 million, 
is advanced in areas with a population of 43 million, has begun 
in areas with a population of 302 million, and is planned in 
areas with population of 580 million. In West Africa special 
factors hold up the programme. These include not only lack 
of funds and of trained workers and difficult communications, 
but resistance to insecticides of Anopheles gambia, the chief 
vector, and its outdoor resting habit, and the drug-resistance 
of the parasites. These difficulties were considered at a meeting 
in Brazzaville last November, which called for more entomo- 
logical research and coordination of control and free exchange 
of information between research-workers and project staff. 

W.H.O. reports a continued downward trend in world 
notifications of plague—from 15,399 in 1951 to 514 in 1957. 
The figures for India in these years were 8230 and 44 respec- 
tively. 

EMERGENCY AMPUTATIONS 

A NEW booklet produced for its doctors by the National 
Coal Board ' will interest any doctor who deals with industrial 
accidents. As Dr. J. Rogan points out in his foreword, it is 
rare for a man to be so trapped that amputation is needed to 
free him; but when the emergency arises great speed is 
required, and the doctor must know what he should do. Mr. 
W. B.-Roantree deals briefly and simply with the ethics and 
the techniques, including anesthesia (for which, he says, open 
chloroform is the only method practicable) and resuscitation, 
which should be given only when the patient is free, and only 
in hospital unless his admission will be much delayed. The 
emphasis throughout is on the need for speed rather than the 
niceties of surgery; the booklet should prove of great practical 
use. An appendix sets out the simple equipment needed. 


COFFEE POT CLUBS 

Tue first of these clubs was founded in London in 1954, 
chiefly through the efforts of Mrs. H. D. R. P. Lindsay, J.P., 
a fellow of Girton College, Cambridge, to give graduates and 
young men and women in the professions opportunities of 
meeting each other in pleasant surroundings and a congenial 
atmosphere. 

There are now 3 clubs in London and 15 at towns in the Provinces, 
including Altrincham, Birmingham, Bristol, Cambridge, Cheltenham, 


Edinburgh, Exeter, Harlow, Leicester, Middlesbrough, Newcastle, | R; 


Oxford, Plymouth, Rotherham, and Wolverhampton. They have 
now 1000 members, including barristers, doctors, accountants, 
librarians, engineers, a bacteriologist, occupational therapists, an 
antiquarian horologist, and an orthoptist. The age-limits are from 
19 to 30, but there is a club in London for the over-30s. The sub- 
scription is usually about £2 a year. The central feature is always a 
weekly at-home, and other activities are planned as desired by the 
members. Information about the clubs can be had from the 
secretary, National Coffee Pot Committee, 108, Baker Street, 
London, W.1. 


University of Oxford 


on Jan. 23 the degree of B.M. was conferred on the following: 


ugenia ish, Elizabeth M. M. Forstner, N. A. Locket, J. A. Parsons, 
CS. so Smith (in absentia), M. K. Williams. 


University of London 


_Dr. Mary Barber has been appointed to the university 
readership in clinical bacteriology at the Postgraduate Medical 
School of London. 


1. Roantree, W. 








Emergency Amputations. National Coal 


B. Board 
Medical Memoranda, no. 13. December, 1957. Pp. 10. The board’s 
address is Hobart House, Grosvenor Place, London, S.W.1. 





University of Cambridge 
On Jan. 25 the following degrees were conferred: 


M.B., B.Chir.—N. F. Lei 
wee. M. Barnie-A ead, D. G. Beynon, Nigel et Br *R. C. G. 
Lewis, P. 'H. M. W. Riddall, 


» *Susan A. Leaver, A. C. W. 
a 1— Thompson, M. C. Woodhouse. 
* By proxy. 
University of Birmingham 
On Dec. 20 the —*, degrees were conferred: 


M.D.—W..T. Smit 
M. Both (with Reneumds J. 


UB ChB? 1 Abinbs Gow i Miaoke George Evans, Chan 
—| lo it, 
Y Lim, E; S. Parry, B. C. B. Nckles, P. ROC. Randall, R. WM. Rees, 
Dr. R. L. Holmes has been appointed senior lecturer in 
anatomy. 


Royal College of Physicians of London 

At a comitia of the college held on Jan. 30, with Dr. Robert 
Platt, the president, in the chair, Dr. Donald Hunter and 
Dr. G. M. Wilson were elected college representatives on the 
Joint Formulary Committee; Dr. E. R. Boland, Dr. J. B. 
Harman, and Dr. T. C. Hunt were re-elected representatives 
on the Central Medical Recruitment Committee. 

The following, having satisfied the censors’ board? were 
elected to the membership: 


K. R. Sbates. 0% Lond., C. P. Anyon, M.B. N.z., Rosemary Ashby, 

M.B. Lond., Kathleen M ; Barber, Ms. Lond., Walter Beck, M.B. Cape Town, 

H. S. Bedson, M .B. Lond., 

tab, P. J. A. aocher, an: ‘tome he R. Chrispin. M.B. oes A 
ii Ratan en Nera” Ronad"Fina"he Epa 

yson, M.B. inn, M.B. = % 

P.C. Gautier-Smith, M.B. Cantab., peaks. 


d., A. V. K a 

Devi . salem B. me = B. N.Z., poe B.M. ng 

avi ttingly, M.B. Lond., 5 ‘ » M.B. ‘own, 
E. ©. Parry, M.B. Cantab., Ruth Porter, M.B. tome 
M.B, Pee Town, Valerie - Richardson, M.B. Durh., L. Rutter, M.B. 
Birm., Tw. Scopes, “>, iy be MB. M, 1. Be A. K. N. 
Sinha, M.B. Patna, D. R Smee MB. — “9 Thomas, M. ae ep 
C. F. H. Vickers, —_ .» Joanna M. Ward, M.B. Lond. = . G. 
Warren, M.B. Lond., E. D. West, M.B. Lond., D. E. L. wr 
Sydney, Verna Waght MD. Lpool, N. R. W. Wn Williame, M.B. Lond. 


Licences to practise were conferred on the following, who 
have passed the final ae of the Conjoint Board: 
Shirley A. P. Abell, J. R. L. Apel, K. A 
ee | A. M. Barnie-Adshead, nat Bileabeth Bates, 
D. J. urges, J. crac lene Ck See 8 
ynoweth, M. L. Clark, C. J. Clemenson, 
David Comm Alan Cox, Sheila M. » J 
Currivan. a W. Dove, a K. Duff, Una Di 
. Edwards 


Pree M. L. gk ee i 


The following diplomas, and those mentioned in our issue 
of Jan, 18 (p. 170), were conferred jointly with the Royal 
College of Surgeons: 

D.LLH.—H. D. R . Zacherpel. 


D.C.H.— +f 
D.M.R.T.—Rodolfo Diaz Perches. 


On Tuesday and Thursday, March 11 and 13, at 5 P.M. 
at the college, Pall Mall East, S.W.1, Dr. Michael Kremer 
will give the Oliver-Sharpey lectures. His subject will be 
Sitting, Standing, and Walking. 

Hospital Waiting-Lis 

The number of patients in England and Wales awaiting 
admission to hospital at the end of each of the years from 
1949 to 1956 was: 1949, 498,000; 1950, 531,000; 1951, 
504,000; 1952, 500,000; 1953, 526,000; 1954, 474,000; 1955, 
455,000; 1956, 431,000. The latest figure, for Sept. 30, 1957, 
was 434,000. 
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Royal College of Physicians of Edinburgh 


The college held the biennial dinner on Jan. 24. Among 
those present were the Lord Provost of Edinburgh, the Secre- 
tary of State for Scotland, the Presidents of the Royal College of 
Physicians of London, of the Royal College of Surgeons 
of England, and of the Royal Faculty of Physicians and 
Surgeons of Glasgow, and the vice-president of the Royal 
College of Surgeons of Edinburgh, Dr. J. D. S. Cameron 
proposed the toast of the City of Edinburgh, and Mr, Ian 
Johnson-Gilbert replied. The toast of the Sister Professions 
was proposed by Dr. J. K. Slater, and the Rev. Dr. John Fraser 
and Lord Guest replied. The Secretary of State for Scotland, 
Mr. J. S. Maclay, proposed the toast of The College, which 
was answered by the president, Dr. A. Rae Gilchrist. 


Royal Appointment 


Surgeon Captain R. S. Rudland, R.N.v.R., has been 
appointed an honorary physician to the Queen in succession 
to Surgeon Captain Kirk Forsythe. 


International Congress of Psychotherapy 

This congress will be held in Barcelona from Sept. 1 to 7. 
Further particulars may be had from the secretary, Catedra 
de Psiquiatria de la Facultad de Medicina, Casanova, 143, 
Barcelona, Spain. 


World Health Day 

Each year the World Health Organisation sponsors World 
Health Day on April 7. In 1958, the tenth anniversary of the 
founding of W.H.O., Ten Years of Health Progress has been 
chosen as the theme of the celebrations. 


Naval Appointment 


Surgeon Captain D. F. Walsh, R.N., has been appointed 
medical officer-in-charge, R.N. Hospital, Malta, fleet medical 
officer on the staff of the Commander-in-Chief, Mediterranean, 
and medical adviser to the Commander-in-Chief, Allied 
Forces, Mediterranean, with rank of surgeon rear-admiral, 
in succession to the late Surgeon Rear-Admiral S. G. Weldon. 


Lady Tata Memorial Trust 


The trustees of this fund invite applications for grants, 
scholarships, or fellowships for research on blood diseases, 
with special reference to leukemia. 


Programmes of research on any aspect of malignant disease which 
may throw light on problems of leukemia will be considered and 
awards may be made to investigators of any nationality, working in 
any country where payment can be made. Particulars and applica- 
tion forms may be had from the secretary of the (European) Scientific 
Advisory Committee of the trust, Chester Beatty Research Institute, 
Fulham Road, London, S.W.3. Applications must be submitted 
before March 31. 


Social Security Agreement with Australia 


On Jan. 29 Mr. Harold Macmillan and Mr. R. G. Menzies, 


Prime Ministers of the United Kingdom and Australia, signed 
a new agreement on social security. 

People who go from this country to Australia at present depend 
on their National Insurance record in the United Kingdom to 
qualify for Australian social-security benefits. Under the new 
agreement their residence in the United Kingdom will count as 
residence in Australia and so enable them to qualify for Australian 
benefits. The new agreement, which comes into force on April 1, 
will extend and simplify the reciprocal arrangements between the 
two countries. 





The new edition of the booklet Everybody’s Guide to National 
Insurance (H.M. Stationery Office. 6d., postage 2d.) gives the new 
rates of contributions, pensions, and benefits. 


A new edition of the Ministry of Pensions and National Insurance’s 
leaflet on maternity benefits has been published. It contains the new 
rates of benefit. Supplies are being sent to local executive councils. 


A delegation from the Yugoslav Ministry of Health is to examine 
British methods in the control of poliomyelitis and the production 
of the vaccine. The visit has been arranged by the British Council. 


Diary of the Week 





FEB. 9 TO 15 
Monday, 10th 
University CoLtecg, Gower Street, W.C.1 it 
5.30 p.m. Dr. A. $zent-Gyé: i (Massachusetts): General Principles of 
Bioenergetics. (First of two lectures.) 
PosTGRADUATE MEDICAL SCHOOL, Ducane Road, W.12 
4P.M. Prof. John McMichael: Heart Failure. 


Tuesday, 11th 
UNIVERSITY COLLEGE . - 
5.30 p.m. Dr. Szent-Gyérgyi: Applications of Bioenergetics. (Second of 
two lectures.) 
Royat Society oF Mepicing, 1, Wimpole Street, W.1 we ; 
8P.M. Psychiatry. Dr. G. M. Carstairs: Problems of Diagnosis in Patients 
from an Alien Culture. 
BRITISH POSTGRADUATE MEDICAL FEDERATION 2 =t 
5.30 p.M. (London School of vegans and Tropical Medicine, Keppel 
Street, W.C.1.) Prof. J. M. Yoffey: Problems of Lymphoid Tissue. 
InstrruTE or Dermatoioey, Lisle Street, W.C.2 _ slew 
5.30 we, Bg il Riddell: Differential Diagnosis of Mycotic Diseases 
0 eC . 
West END HOosPITAL FOR NEUROLOGY AND NsUROSURGERY, 91, Dean 


Street, W. 
5.30 P.M. Mr. Joseph Minton: Ocular Manifestations in Clinical Neuro- 
logy. (First of two lectures.) . 


Wednesday, 12th 
UNIVERSITY OF LONDON ‘ 
5 p.m. (Guy’s Hospital Medical School, S.E.1.) Prof. C. H. Waddington: 
Evolutionary Adaptation to Environmental Stress. 
INSTITUTE OF DERMATOLOGY eas 
5.30 P.M. Dr. O. L. S. Scott: Genetic Principles. 
INSTITUTE OF DISEASES OF THE CHEST, Brompton, S.W.3 
5 p.m. Dr. W. P. Cleland: Benign Intra-thoracic Tumours. 


MANCHESTER MEDICAL SOCIETY ere 
4.30 P.M. (Medical School, b seroma + of Manchester.) Pathology. 
Mr. H. Varley: Corticosteroids—Their Determination and 
Clinical Signi ce 
ROYAL COLLEGE OF SURGEO! 
3.30 P.M. Prof. F. A. R. S 
tomy lems. 


. (Presidential address.) 
OF EpINBURGH, Edinburgh, 8 
tammers: Mechanical Factors in Post-gastrec- 


RoyAL FACULTY OF PHYSICIANS AND SURGEONS OF GLASGOW, 242, St. Vincent 
5 oan Prof Claude Rimington Aspects of Hemoglobin Biosynthesis 
P.M. a : 
and Their Importance to Medicine. (Walker -) 
Thursday, 13th 
RoyaL COLLEGE OF PHYSICIANS OF LONDON, Pall Mall East, S.W.1 
5 p.M. Dr. A. L. Cochrane: Meaning of the X-ray Classification of Coal- 
site worhess’ Dacumcsoniesis. (uate Daniels lecture.) 


NIVERSITY COLLEGE 7’ 
ss 5 P.M. Dr. F. H. C. Crick: The Nucleic Acids—Structure. (First of three 


lectures. ) 
RoyaL Society OF MEDICINE 


Sam, Oe » Ble. Jo M, Savi, Panctlonsl Goon, of Rest, 
tio! . John Whitwell: Pilocarpine in ‘reatment 
Squint By . Mayou: Treatment of Fully Accommodative 


Convergent Strabismus. 
BRITISH POSTGRADUATE MEDICAL FEDERATION : y 
5.30 P.M. (London School of Hygiene and Tropical Medicine.) Prof. A. 
Neuberger: Enzymes in Health and Disease. 
INSTITUTE OF DERMATOLOGY 
5.30 P.M. Dr. O. L. S. Scott: Genodermatoses. 


ALFRED ADLER MEDICAL SOCIETY ; : 
8 P.M. (11, Chandos Street, W.1.) Dr. I. Frost: Sulphonamide Aids to 


Psychotherapy. : 
LIVERPOOL Manicat. NSTITUTION, 114, Mount Pleasant, Liverpool, 3 
undee: Man- ie Maladies. 
= . 
5 p.m. Prof. R. E. Tunbridge: 


Friday, 14th 


POSTGRADUATE MEDICAL SCHOOL : 
10 a.M. Mr. Norman Tanner: Diagnosis and Treatment of Gisophageal 


4P.M. Dr. A. Rae Gilchrist: Heart Block. : 
INSTITUTE OF LARYNGOLOGY AND OTOLOGY, i Gray’s Inn Road, Wl.l 


5.30 P.M. Mr. William McKenzie: Stapes ilisation 


MIDLAND CENTRE FOR NEUROSURGERY, Smethwick Hospital, Holly Lane, 
Smethwick - 
8 P.M. Prof. Alfred Meyer: Fact and Myth in Prefrontal Leucotomy. 








The British Council for Rehabilitation, with the University of 
Aberdeen, will hold a course from March 25 to 27 on the industrial 
and social implications of rehabilitation. The course is open to 
directors, personnel managers, hospital almoners, doctors, ; 
workers, and all interested in rehabilitation. The speakers will 
include Sir Hugh Griffiths, Dr. T. A. MacQueen, Dr. A. A. Eagger, 
Dr. J. M. Wallis, Dr. L. A. Wilson, and Dr. I. M. Richardson. 
Further particulars may be had from the general secretary of the 
Council, Tavistock House (South), London, W.C.1. 
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Original Everest Expedition photograph 
kindly supplied by the 
Swiss Foundation for Alpine Research 





s d Prod ts Limited 





Bellergal tablets 

were carried 

to the summit of Everest 

by the members of 

the 1956 Swiss Expedition 
and widely used to counteract 
the psychosomatic effects 


of stress at high altitudes. 


Bellergal 
BY SANDOZ 


is effective at all levels (central, 
sympathetic, parasympathetic ) 
in the symptomatic treatment 
of a wide variety 


of psychosomatic disorders. 





0.1 mg. total alkaloids of belladonna 
0.3 mg. Ergotamine Tartrate B.P. 
20 mg. Phenobarhitone B.P. 





s da a 





London, W.1 
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Anew molecular complex of 


chloral hivdrate 
in tablet form 


WELLDORM (dichloralphenazone) tablets are a new molecular compound 

of chloral hydrate and the analgesic, phenazone. The former problems of 
taste, odour and gastric upset associated with chloral hydrate have now been 
overcome by.the advent of WELLDORM. Prompt, safe and smooth, 
non-barbiturate WELLDORM tablets are ideal for those whose primary trouble 
is just getting to sleep. WELLDORM tablets initiate, then “—— with 

natural physiological sleep. 

There now opens up a vast new scope for the use of chloral hydrate—long 
considered one of the best hypnotics therapeutically. 

Chloral hydrate, as contained in WELLDORM, is one of the safest of all sedatives. 
In therapeutic doses none of the vital functions is affected. Extensive 
clinical investigation has revealed no gastric side-effects when WELLDORM 
has been administered. 

Clinical samples and literature will gladly be sent on request. 


AVAILABILITY: 10 gr. scored tablets in containers 
of 25 and 250. Prescribable on Form E.C.1o. 





Pe Welldorm.... 


FOR SAFE SLEEP 








SiN: SMITH & NEPHEW PHARMACEUTICALS LTD. 
< WELWYN GARDEN CITY, HERTS. 
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%. 
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... mothers, too, seem to have more confidence in Drapolene. tiveness found also in the treatment of urinary dermatitis 
It is smooth, soothing, and quick to relieve distress. And cer- through senile incontinence and genito-urinary conditions. 
tainly, because it was evolved specifically for the treatment Easy to apply, Drapolene... 

and prevention of napkin rash, Drapolene evokes a highly 

satisfactory response in even the most severe cases. Further- 


more, the benzalkonium chloride is effective against a wide DB) R A Pp ‘@) s E N E 


range of pathogens which might create a secondary in- 


fection as well as against the urea splitting organisms (B Ikonium chloride 0.01% in a water miscible t ) 
causative of napkin rash. Infant welfare centres throughout 


the country confirm the effectiveness of Drapolene, an effec- in 2 oz. tubes and 1 Ib. dispensing jars 


CALMIC LIMITED: Crewe: Crewe 3251-5 London: 2 Mansfield Street,W.1. Langham 8038-9 
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living in the past 





Which factors do most to influence the elderly patient's 
outlook on life? Without question, nutritional well- 
being ranks high on the list. That.is why GevraL* 
Geriatric Vitamin-Mineral Supplement can do so 
much to give your older patients a healthy zest for the 
days ahead — rather than a wistful yearning for years 
gone by. Designed to make good the dietary short- 
comings so common in those past middle life, Gevrat 
provides those factors that make for healthy metabolism 
and enhanced resistance to disease. The dosage could 


scarcely be simpler —just one capsule, once a day. 


or looking to the FUTURE? 


EVRA L 


*REGD. TRADEMARK 


GERIATRIC VITAMIN-MINERAL SUPPLEMENT. Jn bottles of 30 capsules. 


Each capsule contains: 


Vitamin A .. .. §,0001.U, Calcium pantothenate ... ... 5 mg. Calcium (As CaHPO,) se 145 mg. 
Vitamin D (Viosterol) os 500 1.U. Choline st citrate... 100 mg. Phosphorus (As CaHPO,) ... 110 mg. 
Vitamin By. ... ... ... 1 microgram. Inositol .. - ae “50mg. Boron (As NaxB40r10H,0) 0.1 mg. 
Thiamine mononitrate ... ... 5 mg. Ascorbic Acid (C)... |... 50 mg. Copper (As CuO) . img. 
Riboflavine (Bz) ... ... ... 5°g. Vitamin E .. bad 10 Units Manganese (As Mn0, ) = omg. 
Niacinamide ... ... 1... ... 15g. Rutin i & Mae Fluorine (As CaF,) ... ... 0.1 mg. 
Folic Acid . hee Pyridoxine ‘HCI (Be) a oe OSES Magnesium (As MgO) woe lt 
Purified intrinsic factor Iron (As FeSOg) . sis ae OR. Potassium (As K,SO4) »s. |, 

concentrate ... 0... 61. 2. O.5 MQ. Todine (As Kl)... ... . O05 Qe Rine (As ZnO) ... ... 11. 0.5 eg. 


LEDERLE LABORATORIES DIVISION Gyanamid oF GREAT BRITAIN LTD., London, WC.2 
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tment for Piles ? 


























Rabe. “atndr ete toad 


why the long rae oe we 
way round ? 


At first sight the oral route seems an un- 
necessarily long approach to a pile, but it 
has obvious aesthetic and hygienic advan- 
tages and it avoids the pain of inserting a 
suppository against an inflamed pile. 


\" 


— 


remove pain and check bleeding in most 
Cetaceum—the active ingredient in attacks of ‘acute piles’ without masking 


Parmacetyl tablets—passes down the gut any more serious underlying pathology. 
unchanged except that it becomes ‘tacky’ 
at body temperature. It has a demulcent * The results of a successful clinical trial with 


ff Re 3 3 th d Parmacetyl tablets were published in the February 
cilect when it afrives at the rectum an 1957 number of the Practitioner. A summary of 


anal canal. One course of these tablets will this paper is available on request. 


PARMACETYL Tablets 


Parmacetyl is prescribable on form E.C.10. Basic N.H.S. 
price 2s. Id. Dosage is on every tube of 12 tablets. For 
information and sample, please write to manufacturers. 


E.G.H. LABORATORIES LTD. 
PERU ST., SALFORD 3, LANCS. 
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TIME-PHASED | | 
END-TIDAL 





EXPIRED 


SAMPLING 
PERIOD 





co. SAMPLING — ; :- sah 


. 


600 ML. TIDAL VOLUME 





Much useful information can be obtained from a knowledge of 
end-expiratory CO, tension once it has been established that the 
sample analysed is representative of alveolar gas. 


The Stanley Cox Time-Phased End-Tidal Sampler (using the 
method evolved by Nunn and Pincock) provides for continuous 
sampling of the final portion of each expiration. Sampling is 
initiated by differential pressure in the airway during expiration 
and a variable time delay (0-3 sec.—2:2 sec.) prevents sampling of 
dead space gas. This is illustrated in the accompanying graphs 
where the sampling period is recorded simultaneously with 
expired CO, concentration measured instantaneously on an 
infra-red analyser. 


A feature of this equipment is that it is hghtweight and portable. 
The sampling mechanism will operate during spontaneous 
or artificial respiration without any adjustment. 


The end-tidal sampler is available by itself or combined with an 
improved photometric analyser giving a continuous reading of 
Pco, which is unaffected by the presence of anesthetic gases. 








% We shall be pleased to supply further details on request. 


STANLEY COX LIMITED 


ELECTRO- MEDICAL APPARATUS & PHYSIOTHERAPY EQUIPMENT 


ELECTRIN HOUSE - 93/97 NEW CAVENDISH STREET - LONDON °- w.l. 
Telephone: LANGHAM 4551/6 Telegrams: Stanlicox, Wesdo. 
S570 
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“You see, it’s a food drink 


as well as a nightcap!’ 





Bourn-vita is made from 
malt, milk, sugar, 


cocoa and eggs 





sleep sweeter 


BOURN-VITA 


made by CADBURYS 











EDISON TELEVOICE 


WITH EDISON TELEVOICE IT’S EASY TO GET 
MEDICAL RECORDS ON TIME—AND COMPLETE ! 


Clear, detailed records . . . the same day or even the 
same hour . . . that’s what you get with TELEVOICE, the 
new-fashioned phone dictation for clinical recording. 
TELEVOICE lightens the work for both your medical staff 
and your record staff.. All the doctor has to do is 

pick up a handy TELEvoIce dictating station anywhere 
in the hospital—and talk! His words are delivered 
instantaneously to the recording TELEVOICEWRITER in 
your record room. No 

delays. No backlogs. 

Take a moment to 

learn the whole 

TELEVOICE story . . . 






A TELEVOICE dictating station 





EDISON TELEVOICEWRITER 
Remote control dictation system . . . 

or for those requiring individual dictating equipment. 
THE EDISON V.P.D.-3 VOICEWRITER 


Coping with dictated matter has always been a heavy 
burden and a constant source of irritation and delay. 
This slim, trim V.P. Voicewriter is becoming increasingly 
popular for recording reports and letters on the spot 
whilst the facts are fresh in the doctor’s mind. 


Try it 
yourself, 
Doctor ! 





Write for particulars 


* EDISON TELEVOICEWRITER REMOTE CONTROL 
DICTATION 
* EDISON V.P. PERSONAL DICTATING MACHINE 


Victoria House, 
Southampton Row, 
° London, W.C.1 
won. Tel.: HOLborn 9988 
LIMITED. 


Branches and Dealers: MANCHESTER, BIRMINGHAM, BRISTOL 
NEWCASTLE, LEEDS, GLASGOW, SOUTHAMPTON, BELFAST 
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Further Evidence 
of the Effectiveness of 





E $0 D E R M Medicated Shampoo 


The results of a comparative trial covering 400 
infested schoolchildren have recently been pub- 
lished (1) 


‘‘Esoderm is the only one (of four 
preparations used) which washes the hair 
as well as attacking the vermin in it. It 
has therefore the advantage that the 
infested person can return to the com- 
munity at once with a ‘ clean’ head. ... 
In our experience there is no doubt it 
is the one of choice.”’ 


REFERENCES: (1) Lancet, 1957, 1.422 


(2) Lancet, 1957, 1.640 


The advantages of a shampoo are also stressed by 
a Medical Officer of Health (2) 


‘* The use of an attractive shampoo over- 
comes the reluctance of the adolescent 
and the mother. A first-class shampoo 
is necessary so that all members of the 
family will not only tolerate the remedy 


but like it and want it.” 


ESODERM 


is equally suitable for clinic or home 
use. 


Tubes of }# oz. 
Jars of 300 G. for clinic use. 
Jars of 3 Ibs. supplied direct to clinics only. 


PACKINGS : 





PRIORY LABORATORIES LTD., 


WEST DRAYTON, MIDDLESEX 





to children 


Whether for analgesic or antipyretic purposes 
‘Angiers’ is the ideal aspirin for administration to 
young patients. Parents, too, gain peace of mind. 
‘Angiers’ is pure aspirin, in tiny pink 14 grain 
tablets, orange-fiavoured and pleasant to suck, 
chew or swallow. They disintegrate as rapidly in 
the stomach as they do in milk, water or the 
salivary juices of the mouth. Each 
‘Angiers’ Tablet also contains 1.50 
grains of Dicalcium Phosphate, to 
check any possible salicylic 
irritation of sensitive 
stomachs. 







Dispensing Pack (500 tablets) 
Also from ail chemists in 
bottles of 50 tablets at 1/7d. 
including P.T. 


C 


THE ANGIER CHEMICAL COMPANY :- 


Analgesic administration 


LONDON 
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The Junior Aspirin is 


Angiers 


Specially 

















made for 
children 









Proprietors : 


me 


S 


Bristol-Myers Company Ltd. 





Cvs-26 
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The intermediate bonus 
on claims arising during 


1958 under with-profits 
ae oCsé«éO‘liciess has been raised 
by yet another 2s., from 
44s. to 46s. per cent. per 
annum compound for 
each premium paid since 


31st December, 1953. 





A worthy addition to the Unique Record and a 
good augury for the vested bonus to be declared 
at the division of profits at the end of 1958. 


For particulars of how you may become a member 
of this vigorous profit-sharing Society write to 





SCOTTISH WIDOWS’ 
FUND 


AND LIFE ASSURANCE SOCIETY 


Head Office: 9 St. Andrew Square, Edinburgh, 2. 


London Offices : 28 Cornhill, E.C.3. 
17 Waterloo Place, S.W.1. 





























RYOTOL is lethal to Ps. pyocyanea, Staphylococcus 
aureus, Proteus vulgaris and Streptococcus pyogenes 
found in C.S.O.M. and Otitis Externa. 

The presence of Ps. pyocyanea has been demonstrated 
in 90% of cases of chronically discharging ears. Thi 
gram-negative, highly resistant organism is unaffected 
by penicillin, sulphonamides and many other bacteri- 
cides. It produces abundant pus and is therefore 
extremely troublesome. 

RYOTOL Ear Drops are the outcome of ¢linical work 
on humans, following outstanding results obtained in 
the veterinary field. 


Formula: 


Monophenyl ether of ethylene glycol .. ee «+ 2.0% viv 
Pheriylmercuric Nitrate ans ee ee ee -- 0.1% wiv 
Phenyl-dimethyl iso-pyrazolone_ .. os ee -- sS%wiv 


in a stabilised non-irritant base. 


Samples and literature gladly forwarded on request 





LABORATORIES LTD. 
acne 
TANKERTON-- KENT 











<2 HH 
THE WORLD’S GREATEST BOOKSHOP 


*F FOR BOOKS # *# 


Now Open, New Dept. For 


Medical Books 


New, secondhand and rare Books on every subject. 
Stock of over 3 million volumes. 


119-125 CHARING CROSS ROAD: LONDON ~~ WC2 
Gerrard 5660 (20 lines) * Open 9-6 (inc. Sats.) 


Nearest Station: Tottenham Court Road = 


LOL 





ay 


PB26 








Quick PALLIATIVE 
for simple 


HAEMORRHOIDS 


Lanolin in Resinol Ointment lubricates tender 


act fast to relieve itching and burning, and make 
hours of relaxed comfort possible. You can 
prescribe Resinol with confidence, as the success 
attending its use for sixty years, has won the 
approval of physicians. From all chemists. 


RESINOL ino soar 


Full particulars from J. M. CURRY Agent for 














THE RESINOL CO., 12, FITZROY STREET, LONDON W.! 











CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 


A well-appointed House with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 
In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach 
There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 
Resident Physicians—BERTHA M. MULES, M.D., B.S. ANNE S. MULES, M.R.C.S., L.R.C.P. Telephones—TEIGNMOUTH 289 and 537 





RUTHIN CASTLE, NORTH WALES 


A Private Clinic, the first in Great Britain, for investigation and 
treatment of all forms of disease, 


except infectious and mental 





Nursing, dietetic, massage, x-ray and laboratory departments 


Central heating and a lift to all floors 








Inclusive charges Apply SEecrETARY Telephone: Ruthin 66 
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ST. ANDREW’S HOSPITAL 


FOR NERVOUS AND 
MENTAL DISORDERS 


NORTHAMPTON 


PRESIDE NT: THE EARL SPENCER 


MEDICAL Su PERINTE NDENT: THOM. AS S TENNENT, M.D., 


F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres ‘of park and pleasure grounds. Voluntary patients, who are suffering from 


incipient mental disorders or who wish to prevent recurrent attacks of mental trouble; 
biochemical, 


of both sexes are received for treatment. Careful clinical, 


temporary patients, and certified patients 


bacteriological, and pathological examinaticns. Private 


rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


can be provided. 


WANTAGE HOUSE. This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be 
admitted. It is equipped with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by 


the most modern methods; insulin treatment is available 


bacteriological, and pathological research. 


for suitable cases. 
Psychotherapeutic treatment is employed when indicated. 


It also contains Laboratories for biochemical, 


MOULTON PARK. Two miles from the Main Hospital there are several branch establishments and villas situated in a park 


and farm of 650 acres. 
Moulton Park. 
farming, gardening, and fruit growing. 

BRYN-Y-NEUADD HALL. The seaside home of St. 
Llanfairfechan, amidst the finest scenery in North Wales. 
boundary. 
house on the seashore. There is trout-fishing in the park. 


For terms and further particulars ‘apply to the . Medical Superintendent 


can be seen in London by appointment. 


Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of 
Occupational therapy is a feature of this branch, and patients are given every facility for occupying themselves in 


Andrew’s Hospital is beautifully situated in a park of 330 acres, at 
On the North-West side of the 
Patients may visit this branch for a short seaside change or for longer periods. The Hospital has its own private bathing 


Estate a mile of sea coast forms the 


(TELEPHONE: Northampton 4354, 3 lines), who 





HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental iliness. All types 

of treatment carried out. Accommodation for Alcoholics and Addicts 

available. Special Gefiatric Unit now open. Fees from 7 gns. per week 
upwards according to requirements. 


Apply to Dr. J. A. SMALL Telephone: Norwich 20080 


CHISWICK HOUSE 


PINNER, MIDDLESEX 
Telephone: PINNER 234 





A private Nursing Home for patients suffering from all forms of 
Nervous and Psychological illness. Forty-four patients of both sexes. 
certain number of nag | patients received. All modern forms of treat- 
ment. Psychotherapy, Electroplexy, Modified Insulin, etc. Two country 
houses in adjoining grounds of 5 and 6 acres each respectively, 12 miles 
north-west of London. Frequent trains Baker Street Station to Pinner. 
One-quarter of a mile from Pinner Station. 

D.P.M. 


Apply to the Medical Director, DOUGLAS MACAULAY, M.D., 








BOWDEN HOUSE 


HARROW-ON-THE-HILL, MIDDLESEX 
Established in 1911 Tel.: BYRon 1011 & 4772 
(Incorporated Association not carried on for profit) 

A private clinic for the treatment of the neuroses and nervous 
disorders by psychotherapy and all modern physical therapies. 

Apply: MEDICAL DIRECTOR 


SPRINGFIELD ‘HOUSE 


Phone: BEDFORD 3417 Near BEDFORD 
for MENTAL CASES (including the aged) 


Fees from Ten Guineas per week 
For forms of admission, &c., apply to the Resident 
CEpRIc W. BOWER. 
INTERVIEWS IN LONDON BY APPOINTMENT. 


Physician 





THE MEDICAL PROTECTION SOCIETY .umirep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION: £1 for first three years for newly qualified entrants and £2 thereafter 


Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 














Vacancies 
ACADEMIC AND EDUCATIONAL she ay Heart (Country Branch). South Brent, Devon. Didworthy 
SECTION 9 Sr. H.C asd he os J. 2 we to Pe H. .> dts. Ge. 60 
ANAZSTHETICS Pinte oodford Green, SSeX. arts. Sr. 
Charing Cross, W.C.2. Locum Reg... 52 | Ge ae s 5 H.O . +. 62 
Highlands Gen., N.21. Sr. H.O. 52 | Royal Pee Weel Sy HO. YO: 35 | DERMATOLOGY : 
Royal Free, W.C.1. H.O.’s ..  .. 53] Aylesbury. Royal Bucks. Locum Sr. Welsh R.H.B. Cons. . . ‘ a 
Birmingham Sea Hosps. Sr. Reg. 54 rs a 54 | EAR, NOSE, AND THROAT 
Brighton. Royal Sussex wr Brighton. Royal Sussex County. H.O. 55 | Roy ra National T., N. & ely yn ee 
Locum Sr. H. -- 541 Chertsey. St. Peter’s. Locum Sr.H.O. 55 H.O . . -. 63 
Carluke, Lanarkshire. | Law. Locum Hastings. Royal East Sussex. Sr. mectiigniien R.H.B. Reg ° os, 4 
nage H. ~s or es uy . re H.O .. 56] Brighton | tes eet He M.C. Group . 
‘ware Gen 5 q ‘s O. 57 osps. Sr. H.O . 55 
Edinburgh ( ‘entral | Hosps. Jr. H.M.O. 56 Hitchin. ister. O. H. 56 | Hull A Group H.M.C. ‘Sr. H.O. 57 
Halifax poo alinfy. Sr. H.O.. 56 | Kettering & Dist. Gen. Sr. H.O. 57 | Ipswich & East Suffolk. H.O. 57 
Hemel H pee. West Herts. Reg. 57 | Lancaster Royal Infy. Sr. H.O. 57 | Leeds R.H.B. Reg. .. .. -. 58 
Leeds Re i. v 58 | Liverpool United Hosps. H.O. 57 | Southampton. Royal South Hants. 
Newcastle R.H. B. Locum P.-t. Cons. 51 Nottingham Gen. Sr. H.O 58 Gen. Sr. H.O. , ie), ae 
Newcastle R.H.B. Reg. & Locum Reg. 59] Plymouth. South ‘Devon "& East Taunton & Somerset. H.O. 61 
Scotland. Eastern R.H.B. Reg. 60 Cornwall. Sr. 59 | GERIATRICS 
Scotland. Western R.H. B: Sr. H.M.O. 51 Rochester, Kent. . Bartholomew's St. Francis’, S.E.22. Sr. H.O. 53 
Slough. Upton. Reg. . . 60 Sr. H.O. 60 | Brechin, Angus. Stracathro. Sr. H.0. 54 
Southend-on-Sea. Sr. HA . - 60 | Swindon & Dist. H.M.C. Sr. ‘'H.O. 61 | Colchester Group H. M.C. Sr. H.O. 55 
South Ww est Met. R.H.B. ‘ot: Cons... 51 Sutton & Cheam. Sr. H.C t 61 | Exeter City. H.C 36 
St. Albans City. Locum Reg... -- 61 | Watford. Peace Mem. Sr oe 61 | Glasgow. Siopnilt Gen. Jr. H.M.O... 56 
Welsh R.H.B. F y ee = .. 61) w indsor. King Edward VII. tee. 61 | Leeds R.H.B. Reg si 58 
West Cumberland H-M.C. Jr. H.M.O. 611] B.W.I. University College Hosp. North East Met. RH.B. Reg. 52 
agg ~~ Group H. ~ c Reg. .. 61 Sr. H.O. & H.O.’s .. .. 62] INFECTIOUS DISEASES 
Se ee ed CHEST AND TUBERCULOSIS sq | Western, 8.W.6. Reg a 53 
ondon Chest, E.2 é 52 | Lancaster. Bosman. ‘sr. H.O. per Ge 
U S.A, U iniversity of Minnesota Med. 62 arwen fgg me a H. ng , 4 53 Nottingham. Heathfield. Locum Jr. os 
BIOCHEMISTRY ristol. Ham Green. Jr. H.M.O. 5: ae : 
5 - Isleworth. West Middlesex. Reg. 57 | Ply mouth. Scott Isolation. Sr. H.O. 
Scotland. Western R.H.B. Reg. 60 | North East Met. R.H.B. Reg. 52 & H.O 59 
CARDIOLOGY Salford. Ladywell. Jr. H.M.O. :. 60 | Southampton Chest. Sr. H.C 60 
National Heart, W.1. Regs. & Sr. Scotland. Eastern R.H.B. Locum Windygates, Fife. Cameron . D. H.0. 62 
BOs. 7: “9 ir 52 Reg. ‘ : sa SO (Continued overleaf) 
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MEDICINE 

Connaught, E.17. H.O. 

Hackney, E.9. Pre- res. H.O. 

Mile End, E.1. H.O. . 

New End, N.W.3. fi. O. 

North Middlesex, N.18. H. oO. 

Ashford, Middlesex. H.O _ 

Aylesbury. Stoke Mandev ile. H. O.;. 

Barnstaple. North Devon Infy. Pre- 
reg. .O. 

Bebington. Clatterbridge. H. oO. 

Birmingham R.H.B. Reg. aye 

Bournemouth. Royal Victoria. H.O. 

Cambeidge United Hosps. H. o. 
Carluke, Lanarkshire. Law. H.O. 

> hester. Dorset County. hee reg. 


Hove Gen. Pre- ~reg. H.¢ 

Huddersfield Royal cote, Pre -reg. H.O. 

Hull. Kingston Gen. Sr. H.O. 

Ipswich & East Suffolk. Sr. H. 0. 

Liverpool R.H.B. P.-t. Cons. 

Luton & Dunstable. Reg. 

Macclesfield. Pre-reg. H.O. ‘ 

Manchester United Hosps. Sr. Regs... 

North East Met. R.H.B. eet pal 

Nottingham City. Sr. H.O : as 

Paisley Royal Ale xandra Infy. & 
Annexe. Jr. -M.O. ‘ 

Reading Area Dept. ot Med. HH. O.’s.. 

Romford. Oldchurch. H.O. 

Sheffield United Hosps. & R.H.B. 
Sr. Reg . a '? 

Stoke-on- Spent. North Staffs Royal 
Infy. Pre-reg. H.O... we A 

Welsh R.H.B. Reg. .. 


NEUROLOGY 


National Hosps. for Nervous Diseases, 


W.C.1. Sr. H.O.” 


NEUROSURGERY 
Guy’s- —— y _Meuresumlen al Unit. 
Sr. H.( 


OBSTETRICS AND GYNZCOLOGY 
Elizabeth Garrett Anderson, N.W.1. 


> ie > 
Birmingham. Solihull. Sr. H.O. & 
Pre-reg. H.O. ’ ee a 
Burnley Gen. H.O. 7" és 
( ‘hertsey. St. Peter’s. Sr. H.O. or Pre- 
reg. H.O. ‘ - ae 
Doncaster. Western. Sr. H.O. or 
-re-reg. H.O. - . Z4 
Edgware Gen. H.O.’s.. > 
Epping. St. Margaret’s. Sr. H.O. .. 
Is = he. West Middlesex. Locum 
Kirkealdy. Forth Park Maty. Sr. 
H.O. & H.O... 44 
Mane Bh Northern. Sr. H.O. 
Hethnenam. Highbury. Locum Sr. 
0. 


Reading Combined Hosps. H.O. 
Rochford, Essex. Gen. Sr. H.O. 
Romford. Oldchurch. H.O. 
— by-Sea. Southlands. Locum 


Seuthampten Gen. H.O. 
Southend Gen. H.( _ 9% 
a Ayrshire ” Hosps. B.O.M. 
. _ « ese 
South West Met. R.H.B. P. +t. - pes 
West Dorset Group H.M.C. Re 
Windsor, King Edward V Il, & Slough, 
Upton. Reg.. 
bar Maternity and Fulford Hosps. 


H.C 
B.WL Universtiy College Hosp. H.O. 


OPHTHALMOLOGY 

Royal Eye, S.E.1. Sr. H.O. . 

Royal Eye, 8.E.1. Locum Sr. H.O. 

Birmingham United Hosps. H.O. .. 

Brighton. Sussex Eye. H.O. 

Oxford United Hosps. H.O. . 

Scotland. Western R.H.B. Reg. na 

South West Met. R.H.B. P.-t. Cons. 

Welsh R.B.H. Reg. .. ale xe 

ORTHOPADICS 

Prince of Wales Gen., N.15. Sr. H.O. 

St. George’s, S.W.1. Reg. 

Whipps Cross, E.11. H.O. 

Ashford, Middx. H.O.’s 

Brighton Gen. H.O. .. a4 

Cardiff United Hosps. Reg... : 

on Lanarkshire. Law. Jr. 
H.M.O. & H.O. i? he ion 

Derby. Derbyshire Royal Infy. Sr. 


Hastings Group HLM.C. Locum naar 
Ilford. King George. Sr. H.O. 
Ipswich & East Suffolk. H.O. 
Kingston, Surrey. Locum Sr. H.M. 0. 
Lewes. Chailey Heritage. (Craft 

School & Hosp.). Jr. ~ Oo =. 
Middlesbrough Gen. Sr. H.¢ - 
Paisley. Royal Alepogten inty. H.O. 
Reading. Battle. H.O if 
South East Met. R.H.B. Reg. 
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Southern Avashive apna B.O.M. 
Pre-reg. H.( 

Swansea. Sr. Hic ). 

Wakefield. Pinderfields Gen. H.O. 

Welsh R.H.B. eg. 

Worcester Royal Infy. “H.O. 

PAZDIATRICS 

Caen Elizabeth Hosp. for Child. 

0 


Ashton, Hyde & Glossop H.M.C. H.O. 

Birmingham. Marston Green Maty. 
Sr. H.O. 

Birmingham. Moseley Hall Hosp. for 
Child. Sr. H.O. 

Derby. Derbyshire Hosp. ‘for Sick 
Child. Reg. . . 

bs gf Northern Hosps. "B.O.M. 

oO. 


{sleworth. West Middlesex. Reg. 
ettering Gen. Sr. H.O. 
— Royal Manc hester Child’s. 


Re 
eer iy “Royal ‘Berkshire. i. oO. 
Scotland. Western R.H.B. Reg. 
Worcester Royal Infy. H.O. 
Canada. Children’s Hosp., Vane ouver, 
B.C. Residents . 


PATHOLOGY 
5 ¥ Garrett Anderson, N.W.1. 
Sr. H.¢ 

London C ‘he st (« ‘ountry Branch). Rex. 
North East Met. R.H.B. Regs. - 
Birmingham U nited Hosps. Reg. 
Bolton & Dist. H.M.C. Sr. H.O. 
— Royal Sussex County. Sr. 


Leeds United Hosps. Reg. 
Newcastle R.H.B. Sr. H.M.O. 

North West Met. R.H.B. Sr. H.M.O. 
Seotland. Western R.H.B. Reg. 
| United Hosps. Reg. & Sr. 


Northern Ireland Hosps. Auth. Reg. 

U.S.A. Pittsfield Gen., Mass. Resident 

PLASTIC SURGERY 

Scotland. Western R.H.B. Reg. 

PSYCHIATRY 

North West Met. R.H.B. P.-t. Cons. 

Denbigh. North Wales Hosp. for Ner- 
vous & Mental CL creaaiey Jr. 
H.M.O. or Sr. H.C 

Edinburgh. Royal ‘eainbursh Hosp. 
7 ponates Nervous Disorders. Sr. 

Edinburgh. Royal Edinburgh Hosp. 
for Mental & Nervous Disorders. 
Sr. H.O.’s 3 aN 6 

Leeds R.H.B. Regs. 

Liverpool R.H.B. Cons. 

Newcastle R.H.B. Cons. ‘6 

Norwich. St. Andrew’s H.M.C. Jr. 

oO. 


Oxneed. Littlemore Hosp. & Ashhurst 
Clinic. Sr. H.O. 

Scotland. Western R.H.B. Reg. 

South Western R.H.B. Cons. ‘ 

South Western R.H.B. Cons. sZ 

Ta a. Brecon. Mid-Wales. Jr. 


Welsh he H.B. Reg. 

Welsh R.H.B. Regs mn 

Northern Ireland nan. Auth. Cons. 

RADIOLOGY 

National Hosps. for Nervous Diseases, 
1. Reg.. és 

South East Met. 'R.H.B. Cons. 

St. George’s, S.W.1. Sr. Reg. 

Cardiff United Hosps. Sr. Regs. 

Exeter Clinical Area. Cons. .. we 

North West Met. R.H. v. P.-t. Cons. 

Oxford R.H.B. Cons. . b 

Sheffield R.H.B. Sr. H.M.O.. 

Welsh R.H.B. Cons. .. os 

Welsh R.H.B. Sr. H.M.O. 

RADIOTHERAPY 

Hammersmith Hosp. & P.G. Med. 

School, W.12. Reg.. 
Manchester. Christie Hosp. & Holt 
Radium —% Sr. H.O 
Manchester R.H.B. P. -t. Cons. 
Manchester R.H.B. Reg. ; 


RHEUMATOLOGY 
Leeds R.H.B. Reg. (Research) 
SURGERY 


Battersea Gen., S.W.11. H.O. 

Manor House, N.W.11. R.S8.O. 

Middlesex, A 1. Reg ee 

New End, N.W.3. ta Oo. 8 ea 

North East Met. R.H.B. Regs. 

North Middlesex, N.18. Sr. H.O. 

South Western, L -W.9. Sr. H.O. ‘ 

—<_ Western, 8.W.9. Pre-reg. H. oO. 
. Mary Abbots, ns 8. Reg.. ‘ 

St. Nicholas, 8.E.18. H.O. 

Wanstead, E.11. H.0O. 

West London, W.6. /H.0. 

Barnsley. Beckett. Reg. 





Bebington. Clatterbridge. H.O. 
Bedford Gen. H.O. .. ay 
Birmingham R. i B. ape, ad 
Bolton & Dist. H.M.C ta? my 
~— oa. Christchurch. _Pre- 


Brigh hton. New Sussex Hosp. for 
Women. Locum Sr. H.O. .. 
Burnley Gen. H.O.’s .. ‘ 
Burton-on-Trent. Gen. Reg. ae 
oe Rossendale H.M.C, Darden 


Caerphilly. H. 0. 
Cambridge United Hosps. H.O. 
( aes: Kent ( ‘anterbury. 


Cardiff United Hosps. “Sr. H.O. 
Carluke, Lanarkshire. Law. H.O. 
Chelmsford & Essex. Pre- H.O. 
Chertsey. St. Peter’s. Locum Fog. 
Chichester. Royal West Sussex. 0. 
Colchester Group H.M.C. H.O. on 
Dorchester. Dorset County. Pre-reg. 


East Grinstead. Queen Victoria. aA 0. 
Enfield. Chase Farm. H.O. 
Haslemere & Dist. Locum Reg. 
Hastings. Man East Sussex. Pre- 


reg. H.C 
Hastings. st. Helen’s. Pre- -reg. H.O. 
a» heey Sr. H.O. and Pre-reg. 
Huddersfield Royal Inty. H.O. 
Huntingdon County. .O. 

ms Xe & East ve. ’ Pre- -reg. 


H.€ 
Ketioring & Dist. Gen. “Pre- Tee. H. 0. 
Leeds R.H.B. R 

Lincoln County. ia 

—, County. Sr. H.O. & Pre- Tee. 


Luton & Dunstable. H.O. 
ee West Kent Gen.  Pre- -reg. 


H.O 
Manchester. Booth Hall Child’s. Jr. 

H.O. & Locum R pe 
Manchester R.H.B. a + « 
=: ‘al Hem ington. Sr. 


Newbury Dist. Sr. H.C 

et oe Gloucestershire Clinical Area. 
t. 

Norwich, “Norfolk & Norwich. Pre- 


Nottingham City. H. 0. 
Oxford R.H.B. Regs. . 

Paisley. Royal Alexandra Infy. H.O.’s 
Peterborough. Memorial. H.O. 
Portsmouth Group H.M.C. Pre- ree. 


H.O.’s aie 
noadine. Royal ‘Berkshire. H.O. 
Rochester, Kent. St. Bartholomew’ s. 

Sr. H.O. én 
Romford. Oldchurch. | H. 0. 
Sheffield United Hosps. H.O 
Southampton. — South: Hants. 


South East Met. R.H.B. Reg 

we 8 Ayrshire Hosps. ‘B.O.M. 
Stoke-on-Trent. City Gen.  Pre-reg. 
Sutton & Cheam. H.O. ar y: 
EL Age Ok ta & H.O. 

Welsh R ocum Cons. oe 
Weeeeeper-e Mare Gen. siiamees 


Weymouth & Dist. Pre- -reg. H.O. 

Ww Seobennen. Royal Hants County. 

Wolverhampton. New c ‘ross. Pre- 

Wrexham. War Mem. ee H.O.’s 
THORACIC SURGER 

Ilkley. Soy ef Sais y 

Leeds R.H.B. Ri 4 

Oxford R.H.B. 

Wakefield. Pinderfield Gen. Sr. H.O. 

GENERAL 

West London, W.6. H.O as ‘a 

Canada. Grace Hosp., . Winnipeg. 
Residencies & Sr.Internships . 

Canada. Holy Cross, Calgary. Jr. 
Interns. General Mo 

Canada. Ontario Cancer Inst., Tor- 
onto. Resident House Staff “ 

PUBLIC APPOINTMENTS 

GENERAL PRACTICE 

NON-MEDICAL 

MISCELLANEOUS 





The Terms and Conditions of F cxpply of 


. hospital posts werti. 
rwise stated. Canvassing disqualifies, but 
poe wh may normally visit the Mee teat 
by ny 
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Academic and Educational 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 








SURGERY LECTURES AND CLINICAL CONFERENCES, APRIL, 1958 

A COURSE OF 24 SURGERY LECTURES, with 10 Clinical Confer- 
ences at certain selected hospitals, will be held from 8TH to 25TH 
APRIL, 1958. Only a limited number of students can be accepted 
for the Clinical Conferences. 

Fees: Whole course £15 15s. 

Lectures only £10 10s. 
Single lectures 10s. each. 

Applications, accompanied by a cheque for the appro vend] 
fee, should be sent to Mr. W. F. Davis, Deputy Secretary, ris ? 
College of Surgeons of England, Lincoln’s Inn-fields, 
om whom further particwars may be obtained. Tel. HOLborn 


UNIVERSITY OF LONDON 


A LECTURE entitled “ Evolutionary Adaptation to Environ- 
mental Stress” will be delivered by Professor C. H. WADDINGTON 
(Edinburgh) at 5 P.M. on 12TH FEBRUARY at Guy’s Hospital 
Medical School, St. Thomas’s-street, London Bridge, 8.E.1. 

Admission free, without ticket. 

JAMES HENDERSON, Academic Registrar. 


UNIVERSITY COLLEGE HOSPITAL MEDICAL 
scH 100 


JOHN MARSHALL FELLOWSHIP 

Applications are invited for the John Marshall Fellowship in 
Surgical Pathology, which is now available and tenable up to a 
maximum of 3 years. 

The appointment to the Fellowship is made by the University 
of London on the nomination of the School Council, and the 
successful applicant will work under the direction of Professor 
Sir Roy CAMERON, F.R.8. 

The salary of the Fellow is at the rate of £700 p.a., which is 
supplemented from other funds to a maximum of £1450 plus 
superannuation. 

Applications should be submitted to the Secretary of the 
Medical School within 14 days of this notice. 

PRIMARY F.F.A.R.C.S. 
JUNE, 1958 


A COURSE OF EVENING TUTORIALS IN ANATOMY, PHYSIOLOGY, 


AND PHARMACOLOGY will be held at Lambeth Hospital, S.E.11 
(Elephant and Castle), from 10TH MARCH to 30TH MAY, 1958. 
For details apply to Secretary, Depenant of Anzsthesia, 
Lambeth Hospital, S.E.1 
THE ROYAL INSTITUTE OF PUBL iC HEALTH AND 
HYGIENCE 





THE DIPLOMA IN PUBLIC HEALTH 
THE DIPLOMA IN INDUSTRIAL HEALTH 
The next COURSES OF INSTRUCTION for the above Diplomas 
will commence on 14TH MARCH, 1958. Tuition may be taken 
whole-time or part-time. 
Prospectuses, enrolment forms and full <“— 1 aad be obtained 
from the Dean, 23, Queen-square, London, 
__(TERminus 4788 or 6206.) 
NORTH LONDON POSTGRADUATE ME 
IN st! TUTE 


A SERIES OF LECTURE; DEMONSTRATIONS will be given at The 
Prince of Wales’s General Hospital, London, N.15, on WEDNES- 
DAY afternoons from 5TH MARCH to 14TH MAY, 1958. 

The course is available to National Health Service practitioners 
for whom fees and at ge age Ke are provided. Other practitioners 
may attend on payment of a f 

Details from The ata The. Prince of Wales’s General Hos- 
pital, London, N.15 


DICAL 





L.M.8.8.A. 

FINAL EXAMINATION: MEDICINE, 10th March, 14th April, 
12th ar. 1958. SURGERY, 10th March, 14th April, 12th May, 
1958. IDWIFERY, llth March, 15th April, 13th "May, 1958. 
PATHOLOGY, 11th March, 15th April, 13th May, 1958. MasTEeRY 
OF MIDWIFERY, May and November. DrIPLoMaA in INDUSTRIAL 
HEALTH, July and December. 

For regulations apply » Serene Apothecaries Hall, Black 
Friars-lane, London, E.C 

THE GELVICUE ‘TRUST 





FELLOWSHIP IN CANCER RESEARCH 

The Trustees of the above Scheme invite applications for Fel- 
lowships in Cancer Research commencing in OCTOBER, 1958. The 
initial pepe will be according to experience, but will be not less 
than £800 p.a.; and funds are available for the provision of equip- 
ment and for technical assistance. A Fellowship is neemall 
awarded for a period of 2 years, but thereafter may be wenvenwe 
at the discretion of the Trustees. 

The research is normally to be carried out in one of the recog- 
nised clinical or scientific departments in Edinburgh and, if pos- 
sible, applicants should have made prior contact with the head of 
the appropriate department. If this is not possible, the Trustees 
will endeavour to make suitable arrangements. 

The research may deal with any aspect of malignant disease, 
- candidates need not necessarily hold a medical qualification. 

fo ow ry together with the names of 3 referees, should be 
submitted by 31st March, 1958, to the Honorary Secretary, 
Scientific Advisory ( ‘ommittee, The Melville Trust, Royal 
Cc pamany of Surgeons, Edinburgh, 8, from whom further particulars 

be obtained. The application should be accompanied by an 
out ine of the proposed research, and by an account of any pre- 
vious scientific or research experience. 

The expenses incurred in travelling to the United Kingdom by 
any Research Fellow appointed from Overseas will be defrayed 
by the Trust, which will also reimburse all candidates who are 
requested to attend for interview. 





INSTITUTE OF BASIC MEDICAL SCIENCES 


A SHORT COURSE IN STATISTICS AND RADIOISOTOPES. MAY, 1958 
Beginning on MONDAY, 5TH MAY, a short course of 5 lectures in 
each subject will be given in the mornings during that week at 
the Royal College of Surgeons of England, Lincoln’s Inn-fields. 
The lectures will be suitable for candidates studying for higher 
qualifications and for research-workers. The course is intended as 
an introduction to these two subjects. Professor BRADFORD HILL, 
Dr. PocHiIn and Mr. HEDLEY ATKINS have agreed to lecture. 
Applicants, other than students of the Institute, will be re- 
quired to pay a fee of 2 guineas for the 10 lectures. 
Further details may be obtained from Mr. W. F. Davis, 
Secretary, Institute of Basic Medical Sciences, Royal College of 
Surgeons, Lincoln's Inn-fields, W.C.2._ Tel. HOLborn 3474. 


INSTITUTE OF BASIC MEDICAL SCIENCES 
ROYAL COLLEGE OF SURGEONS OF ENGLAND 
BRITISH POSTGRADUATE MEDICAL FEDERATION 
UNIVERSITY OF LONDON 
LECTURES AND DEMONSTRATIONS IN ANATOMY, PHYSIOLOGY, 
PATHOLOGY AND PHARMACOLOGY, SEPTEMBER—DECEMBER, 1958 
A course of lectures and demonstrations in the above 
subjects will be Held at the Institute from SEPTEMBER to 
DECEMBER, 1958. Applications for this Course will be strictly 
limited. 
Fees: 





Full course £73 10s. 
Lectures only £42. 

Closing date for applications for the full course: 
llth April, 1958. 

Further information may be obtained from Mr. W. F. Davis, 
Secretary, Institute of Basic Medical Sciences, Royal > of 
Surgeons, Lincoln’s Inn-fields, W.C.2. Tel. HOLborn 3474 


Friday, 


THE UNIVERSITY OF BIRMINGHAM 
FACULTY OF MEDICINE 
A PART-TIME COURSE extending over 12 months for Part I of 
the D.P.M. of the Conjoint Board will commence on 3RD May, 
1958. Fee: 21 guineas. 
For particulars apply to the awe. Board of Graduate 
Studies, The Medical School, Birmingham 15. ise) 





FACULTY OF MEDICINE 





WILLIAM LESLIE PRIZE IN MEDICINE 
WILLIAM LESLIE PRIZE IN SURGERY 
The above Prizes of the value of £100 each may be awarded 
in 1958, and thereafter annually, on the recommendation of $e 
Faculty of Medicine to a graduate in Medicine and Surge 
not more than 5 years’ standing, who has been eng in 
Medical or Surgical work in the South-Eastern (Scotland) Area 
and is not above the grade of Lecturer in the University or 
Senior Registrar in the Hospital Service, who presents a paper, 
published or in manuscript, of sufficient merit relating to either 
clinical or experimental medical or surgical investigation. The 
Prize money must be spent on travel to an approved medical or 
surgical centre or centres and the holder must subsequently 
submit a report to the Dean. 
Papers are to be lodged with the Dean of the Faculty of 
Medicine, U vey New Buildings, Teviot Place, Edinburgh, 
by 30th ‘april, 19 
oC = Rope ‘i. STEWART, Secretary to the University. 
January, 1958. 








auy’s HOSPITAL “MEDICAL ‘SCHOOL, 8.&.1. lica- 
tions are invited for the ASTLEY COOPER STUDED SHIP 
tenable at Guy’s Hospital Medical School. The Student, who is the 
Astley Cooper Assistant to the Curator of the Gordon Museum, 
will be elected for oY aap of 3 years, the salary being £140 p.a. 
Application shoul made on a form obtainable, from the 
Dean, Guy’s Hospital Medical School, 8.E.1, not jater than 
15th February. i ees votes ik okt givers oA Phen rears oF 
INSTITUTE OF LARYNGOLOGY AND OTOLOGY 
(UNIVERSITY OF LONDON), 330-332, Gray’s Inn-road, W.C.1. 
LECTURER IN PATHOLOGY. Applications are invited for a 
ost of Lecturer in the Department of Pathology and Bacterio- 
ogy. The duties will cover assistance in the general work of the 
department (including the teaching of pos uate students) and 
in various research projects. The successful candidate will be en- 
couraged and given the necessary facilities to continue or to com- 
mence original work connected with this Spedelty. 208 “een 





tunity to prepare for higher qualifications. He ven 
honorary rank as a Senior R ~n 8 Pe the associated yal 
National Throat, Nose and Ear Salary according to the 
revised U niversity scales : Fa eo ati, plus af allow- 
ances where applicable with wapseennenee pro 

nat erm eam with the names of 2 referees, should be eons to the 
Secretary, from whom further information can be obtained, not 
later than 28th February, 1958. 
MEDICAL RESEARCH COUNCIL. Assistant required 
for the Department for Research in Industrial Medicine (Medical 
Research Council), The London Hospital, E.1. Salary on scale 
equivalent to Registrar grade. Previous experience in industrial 
medicine not essential but preference will be given to applicants 
holding a higher qualification in me ‘icine or surge 

Apply, stating age, qualifications and expe ence to the 
Director, Dr. Dowarp HUNTER. 
QUEEN VICTORIA HOSPITAL, East Grinstead. 
SIMON AND MATILDA MARKS FELLOWSHIP IN PLASTIC SURGERY. 
Applications invited for Fellowship under terms of _ 

SENIOR REGISTRAR rogeres at Queen Victoria H eo 
East Grinstead, on ist April, 1958, salary scale of £1210 1546 
p.a. Candidates must be Fellows of one of Royal Colleges of 
Surgeons and have considerable experience of rc ampaaye surgery. 
Preference given to surgeons with British domic 

Applications, together with names of 3 referees, to Sir 
ARCHIBALD MCINDOE, C.B.E., M.S., F.R.C.S., 
Hospital, East Grinstead, Sussex. 








Queen Victoria 
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UNIVERSITY OF DURHAM (Medical School, King’s 
COLLEGE, NEWCASTLE UPON TYNE) AND UNITED NEWCASTLE 
UPON TYNE HOSPITALS. Applications are invited for the post of 
PROFESSOR OF MIDWIFERY AND GYNACOLOGY. The 
post will carry with it an Honorary appointment of consultant 
status in the Teaching Hospital Group. Salary in accordance with 
the scale for Clinical Professors with family allowances and 
F.S.8.U. 

Further particulars may be obtained from the undersigned with 
whom 20 copies of applications, containing names of 3 persons to 
whom reference may be made, should be lodged not later than 
10th March, 1958. Candidates outside the British Isles may 
submit 1 copy only. ct. ] BETTENSON, Registrar. 

University. Office, 46, North Bailey, Durham. 

UNIVERSITY OF EDINBURGH. Department of 
SURGICAL SCIENCE. ppeticetions. are invited for the post of 
SENIOR LECTURER or LECTURER in the Department of 
Surgical Science. The salary sc a for the Senior Lectureship is 
£1950-£100-—£2550, and for the Lectureship £900—-£100—£€1300 ; 
bar: £1400—-£100-£1900  p.a., with placement according to 
qualifications and experience. The post is subject to super- 
annuation and family allowance is payable where applicable. 
Candidates should be graduates in either science or medicine. 
The successful candidate will not have any clinical duties, but 
will be required to take part in the teaching of experimental 
method and technique and to undertake research in the general 
field of tissue and organ transplantation under the direction of 
the Professor. Some training in immunology would be an 
advantage. 

Further particulars may be obtained from the undersigned, 
with whom applications (6 copies), giving the names of 2 referees, 
should be lodged not later than Ist March, 1958. 

CHARLES H. STEWART, Secretary to the University. 

January, 1958. 
UNIVERSITY OF EDINBURGH. Department of 
SURGICAL SCIENCE. Applications are invited for the post of 
IMMUNOLOGIST in the Department of Surgical Science, to 
work on problems of transplantation immunity under the general 
direction of the Professor. Applicants should be graduates in 
either science or medicine and have a sound knowledge of 
immunology. The successful applicant, who will be given the 
status of either Lecturer or Senior Lecturer, according to 
qualifications and experience, will be expected to give some 
postgraduate instruction in experimental methods and may also 
be called upon to supervise research students but will have no 
other teaching duties. If the person appointed is given the 
status of Senior Lecturer the salary scale will be £1950—£100— 
£2550 p.a.; if the status of Lecturer the scale will be £900-£100— 
£1300; bar: £1400—-£100-£1900 with placement according to 
qualific ‘ations and experience. The post is subject to super- 
annuation and family allowance is payable where applicable. 

Further particulars may be obtained from the undersigned, 
with whom applications (6 copies), giving the names of 2 referees, 
should be lodged not later than 3lst March, 1958. 

CHARLES H. STEWART, Secretary to the University. 

January, 1958. 

THE UNIVERSITY OF MANCHESTER. Applications 
are invited for the post of DEMONSTRATOR IN ANATOMY 
from candidates with medical qualifications registrable in this 
country. Salary scale : £850-£50-£1000 p.a. Membership of 
Children’s Allowance Scheme. 

Applications should be sent not 


15th February, 


from 


later than 


1958, to the Registrar, the University, Manchester 13, 
whom further particulars and forms of application may be 
obtained. 


THE QUEEN’S UNIVERSITY OF BELFAST invites 
applications for a LECTURESHIP IN ANATOMY, from Ist 
OCTOBER, 19! The salary will be in the range £1300-£50-—£2100, 
with provisions for superannuation. Initial placing on the salary 
scale will depend upon experience and qualifications. In certain 
circumstances the salary may rise to £2250. 

Applications should be submitted not later than 15th March, 
1958. Further particulars may be obtained from G. R. Cow1E, 
M.A., LL.B., Secretary. 

UNIVERSITY OF BELFAST. The Senate of The Queen’s 
University of Belfast invites applications for a post of LECTURER 
IN PATHOLOGY, with special reference to forensic medicine, and 
Pathologist to the Ministry of Home Affairs of the Government of 
Northern Ireland. The post will date from Ist September, 1958, or 
such later date as may be agreed. The salary will be in the range 
£2500-£2900, plus provision for superannuation. Initial placing 
on the salary scale will depend on qualifications and experience. 

Applications should be submitted by 30th March, 1958. 

Further particulars may be obtained from G. R. COWIE, M.A., 
LL.B., Secretary. 
AUSTRALIA. UNIVERSITY OF SYDNEY. Applications 
are invited for the position of SENIOR RESEARC it * ELLOW 
IN SURGERY. The appointment will be for 3 years in the first 
instance. The successful applicant will work in the Department 
of Surgery, with access to the Professorial Wards in the Royal 
Prince Alfred Hospital, on surgical and allied projects under the 
direction of the Professor of Surgery. Salary will be within the 
range £A2500-—£A3000 p.a. Further details obtainable from the 
Professor of Surgery. 

Applications, stating qualifications and giving the names of 2 
referees, should be forwarded to reach the Registrar, University 
< Sydney, Sydney, New South Wales, Australia, by 18th April, 
1958. 





MARGARET A. TELFER, Registrar. 


UNIVERSITY OF OTAGO, Dunedin, New Zealand. The 
University of Otago proposes to a ypoint a , time PROFES- 
SOR OF PREVENTIVE AND SOCIAL MEDICINE in succession 
to Professor Sir Charles Hercus who is retiring at the end of 1958. 
Salary, £2890 p.a. 

Further particulars may be obtained from the Secretary, 
Association of Universities of the British Commonwealth, 36, 
Gordon-square, London, W.C.1. Applications close on 3ist 





March, 1958, in London and New Zealand. 


50 0 





Ibadan, Nigeria. Faculty of 
MEDICINE. Applications are invited for LECTU RES HIP 
(Grade I or Il) IN MORBID ANATOMY in Department of 
Pathology. Appointment, commencing as soon as possible, for 
3 years in first instance. Honorary Consultantship at University 
College Hospital would be offered to Lecturer (Grade I). 

Salary scales : 

Lecturer (Grade I), £1700—£100-£2100 p.a. 

Lecturer (Grade IIL), £1400-£100—-£1600-£50-4£1650 p.a. 

Allowance for up to 3 children, £50 p.a. per child resident in 
Nigeria or £100 p.a. per child resident elsewhere. Part furnished 
accommodation at rent not exceeding 7:7% of salary. Passages 
for appointee, wife and up to 3 children below age of 11 years, on 
appointment, overseas leave and termination. F.S.8.U. Outfit 
allowance £60. 

Detailed applications (10 
10th March, 1958, to Secretary, 
Overseas in Spec i. pean, 
House, London, W.( 


Hospital Saandaant Senior Appointments 


NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 

1. CONSULTANT PSYCHIATRIST, 5 half-days a_ week, 
Child Guidance Training Centre, 6, Osnaburgh-street, N.W.1, 
to direct 1 of the Teaching Units. Applicants should be qualified 
in psychoanalysis. Training and experience in Child Psychiatry 
essential. 

Applications before llth March, 1958. 

2. CONSULTANT PSYCHIATRIST-IN-CHARGE, 6 _half- 
days a week, High Wick, Tyttenhanger, St. Albans, Herts 
(approximately 20 Beds for psychotic and maladjusted children 
3-10 years old). Interest in research encouraged. 

Applications before 17th March, 1958. 

3. CONSULTANT RADIOLOGIST, 5 
Ashford Hospital, Ashford, Middlesex (562 Beds) 
Hospital, Hounslow, Middlesex (81 Beds). 

Applications before 21st March, 1958. 

4. ASSISTANT PATHOLOGIST, whole-time, Senior Hospital 
Medical Officer grade, King Edward Memorial Hospital, Ealing, 
W.13, and associated hospitals. Duties include public health 
laboratory work and general practitioner service for surrounding 
area. 

Applications before 19th March, 

Clinic, Unit and Hospitals may be 
ment. 

Application forms obtainable from and returnable to Secretary, 

North West Metropolitan Regional Hospital Board, 11a, Port- 
land-place, W.1. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment 
as CONSULTANT in Diagnostic Radiology (whole-time or 9 
notional half-days a week) in the ¢ eaubaresell Gow of hospitals. 
The post will be vacant from Ist August, 1958. Candidates 
must have had a wide experience in the specialty and hold an 
appropriate diploma. The appointment will be in accordance 
with the terms and conditions of service of hospital medical 
and dental staff (England and Wales). Candidates may visit 
the hospitals concerned. 

Apply, stating nationality, age, sex, qualifications and experi- 
ence, including details of war service, together with the names 
and addresses of 3 referees, to the Secretary, Advisory Appoint- 
ments Committee, South East Metropolitan Regional Hospital 
Board, 11, Portland-place, W.1, not later than Ist March, 1958. 
KINGSTON HOSPITAL, Wolverton-avenue, Kingston- 
ON-THAMES. KINGSTON GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited from suitably qualified medical 
officers for the post of : Locum ASSISTANT ORTHOPAEDIC 
SURGEON (Senior Hospital Medical Officer grade) for the 
period 24th February—4th March, 1958. 

Applications, stating age, qualific ations and experience, with 

2 testimonials, should reach the Physician-Superintendent of 
the Hospital as soon as possible. 
LIVERPOOL REGIONAL HOSPITAL BOARD. Broad- 
GREEN HOSPITAL. Applications are invited for the post of Part- 
time CONSULTANT PHYSICIAN giving 3 notional half-days 
at the above Hospital. The successful candidate will work under 
the general direction of the existing Senior Consultants. Appli- 
cants must have a high qualification in medicine. 

Forms of application from Dr. T. Lloyd Hughes, Senior Adminis- 
trative Medical Officer, Liverpool Regional Hospital Board, 
19, James-street, Liverpool, 2, to be returned not later than 
Ist March, 1958. 

VINCENT COL LINGE, Secretary to the Board. 

LIVERPOOL REGIONAL HOSPITAL BOARD. Birken- 
HEAD, WIRRAL AND CHESTER AREAS. Applications are invited for 
the post of CONSULTANT in Child Psychiatry for either 
whole-time or maximum part-time sessions. Duties will be 
mainly at the Child Psychiatric Clinic at Clatterbridge Hospital, 
but clinics will also be held at St. Catherine’s Hospital, Birken- 
head, Victoria Central Hospital, Wallasey, and at Chester, 
Applicants must possess the D.P.M. and have had least 7 years’ 

approved psychiatric experience including practical knowledge of 
outpatient work. Possession of a higher qualification in medicine 
will be considered an advantage. 

Forms of application from Dr. T. Lloyd Hughes, Senior Ad- 
ministrative Medical Officer, Liverpool Regional Hospital Board, 
19, James-street, Liverpool, 2, to be returned not later than 
Ist March, 1958. 

VINCENT COLLINGE, Secretary to the Board. 
MANCHESTER REGIONAL HOSPITAL BOARD. Maxi- 
mum Part-time CONSULTANT RADIOTHER APIST, Christie 
Hospital and Holt Radium Institute, Manchester. F.F.R. essen- 
tial, other higher medical or surgical qualific ation desirable. 

Application forms from the Senior Administrative Medical 
Officer to the Board, Cheetwood-road, Manchester, 8, to 
returned by 27th February, 1958. 


UNIVERSITY COLLEGE, 


copies), naming 3 referees, by 
Senate Committee on Colleges 
University of London, Senate 








half-days a week, 
and Hounslow 


1958. 
visited by direct appoint- 
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South Western Regional 


EXETER mee gag en bere 
pe age moe 


HOSPITAL BOAR spoiee tions are invited for the a 
of a CONSULTAN RADIOLOGIST to the Exe 
Area. The appointment may be held either on a whole-time or 
maximum part-time (9 sessions) basis. The successful candidate 
will work mainly at the Royal Devon and Exeter ry and 
the City Hospital, Exeter : he will also be required to undertake 
duties in other hospitals in the clinical area as determined by the 
Regional Board. 

Applications (12 copies), stating date of birth, qualifications 
and experience, together with the names and addresses of 2 
referees, should be sent to the Secretary of the Regional Hospital 
Board, 27, Tyndalls Park-road, Bristol, 8, not later than 28th 
February, 1958. 

NEWCASTLE REGIONAL HOSPITAL BOARD. Consuit- 
ANT PSYCHIATRIST, whole-time, for the Department of 
Psychological Medicine, Newcastle General Hospital. The Depart- 
ment is associated with the University Department of Psycho- 
logical Medicine and is under the general direction of the Professor 
of Psychiatry. It is the principal teaching and research unit in the 
Region. It contains a modern inpatient unit of 54 beds, an active 
outpatient section, and a unit for Child Psychiatry. The successful 
candidate be expected to participate in postgraduate teaching 
and may be given sppropetase university status. He will be re- 
quired to reside wit 5 miles of the Newcastle General Hospital, 
north of = River Tyne. Further particulars from Regional 
Mig moe 
pone a with names and addresses of referees, 
onal Psychiatrist, Regional Hospital Board, Bonne: cohee 
Newcastle upon Tyne, 6, within 28 days. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Locum 
CONSULTANT ANASSTHETIST, part-time, for 9 notional 
half-days per week, for Tees-side Group of hospitals, main hospital 
North Riding Infirmary (114 Beds). 
Applications, with names and addresses of 3 referees, to 
nior Administrative Medica] Officer, Regional Hospital Board, 
nfield-road, Newtastle upon Tyne, 6, immediately. 

NEWCASTLE REGIONAL HOSPITAL BOARD. Assist- 
ANT PATHOLOGIST (Senior Hospital Medical Officer), whole- 
time or maximum part-time for the North West Durham Group 
of hospitals. The Group Pathology Laboratory is situated in the 
main hospital at a. Bridge (533 Beds) which is the onal 
Thoracic ogg | Centre and has radiotherapy and plastic 
surgery units. pecial experience in hematology and/or bio- 
chemistry is desirable. 

Applications, with names and addresses of 3 referees, to Senior 
Administrative Medical Officer, Regional Hospital Board, Benfield- 
road, Newcastle upon Tyne, 6, within 28 days. 

NORTH pe cine ab Boas aperghet mags re pe mars South 
WESTERN REGIONAL HOSPITAL BO Apacs tions are invited 
for the appointment of a CONSULTANT NERAL SURGEON 
to the North Gloucestershire Clinical Area. Experience in genito- 
b> grg 4 work Fa gem be an advan . The a > will be 
on ae time basis ccasione’. 

comshdete. we" ll supervise the Sale of the Connie Depart- 
ment at Cheltenham General Hospi beds 


ital, will have charge of 

at this Hospital and at St. Paul’s Hos ital, Cheltenham ; he will 
also be required to visit <y hospi in the clinical area as 
determined by the Regional B 

Applications (12 copies), stating date of birth, qualifications 

and experience, together with the names and addresses of 2 
referees, should be sent to the Secretary . the Regional Hospital 
Board, 27, Tyndalls Park-road, Bristol, 8, not later than 28th 
February, 1958. 
OXFORD REGIONAL HOSPITAL aan ar Consultant 
RADIOLOGIST (whole-time or maximum part-time) to the 
hospitals of the Reading Area. The Consultant will share in 
the Radiological Service centred on the Royal Berkshire Hos- 
pital (338 ods) with peripheral departments at 7 other hos- 

itals. —— must hold the D.M.R. or equivalent and a 
Bigher qualification in medicine or surgery is desirable. 

Applications (10 copies), stating age, qualifications, oe an 
and the names of 3 referees, should reach the Secretary, 
Banbury-road, Oxford, by 10th March. 
SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires a CONSULTANT in Obstetrics and 
po penn nef (7 half-days per week) for the West mage Gro whe 
of hospi with duties as required at the Herrison 
Hospital, Dorchester. The main duties will be at the Recear 
ogee vor Weymouth. Candidates must have had wide experience 
in obstetrics and gynecology and should possess higher —- 
tions. Residence in or within a radius of approximatel 7, ae 0 miles 
of Weymouth is a condition of the appointment. Canvassing 
will disqualify, but candidates may visit the hospitals by arrange- 
wae —— the Group Secretary, Damers-road, Dorchester, 























— (7 copies), stati age, qualifications and 
onal ree, and the names and ad of 3 referees, to the 
retary, Highcroft, Romsey-road, Winchester, by 


Area 
24th ng 1958. 
SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires a Part-time CONSULTANT OPHTHAL- 
MIC SURGEON (8 half-days per week) to the Portsmouth 
Group of hospitals (2230 ds) th duties as required at 
St. James’ Hospital, Portsmouth (1197 mental beds). 
successful candidate will also be expected to undertake Con- 
sultant charge of the School Eye Clinics for Portsmouth. Wide 
capemenee and higher qualifications essential. Residence in or 
radius of approximately 10 miles a. yes is a 
ps mars of the appointment. Canvassing will disqualify — 
with the may visit the hospitals concerned by serongemeent 
bev ant the Group Secretary, Portsmouth Group Hospital 
Committee, St. Mary’s Hospital, Milton-road, Portsmou h, 
ona <_ Group Secretary, St. James’ Hospital Management 
Committee, Milton, Portsmouth. 
ana PPlications (7 copies), stating age, qualifications, experience, 
d names and addresses of 3 referees, to the A) Secre 








Highcroft, Romsey- “road, Winchester. b3 by 24th February, 1958. 





SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires a COE ae ANAESTHETIST for 
9 half-days per week for ie Southampton Group of hospi e° 


Candidates should possess her qu Vn ns, and dence 
in or within a radius of 10 ies of Southampton is a condition 
of the appointment. Canvassing will disqu but candidates 


may visit the hospitals concerned by arrangement with the 
Group Secretary, Bullar-street, Seuthameten. 

Applications (To oples), stati ng. age, Pag ay om and experi- 
ence, and names an dresses of 3 referees, to the Area Secre- 
Pt Highcroft, Romsey-road, Winchester, by 24th February, 


SOUTH WESTERN REGIONAL HOSPITAL BOARD. 
Appointment of MEDICAL y Rite mem pal apne nek 7 », aa. 
rence’s Hospital, Bodmin. App plications are invi 
whole-time a pointment of CONSULTANT PSYCHIATRIC? 
to the West Cornwall Clini Area. a must possess a 
higher qualification. The successful date will have c of 
beds at St. Lawrence’s Hospital, Bodmin, and = act as Medical 
Superintendent of this Hospital ; he will “also be required to visit 
other a in the clinical area as determined oy the Regional 
Hos ar Board. Accommodation for a man may be 
av le. 


Applications (12 copies), stating date of birth, apeications 
and experience, together with the ee and addresses 0 
referees, should be sent to the Secretary of the Regional H ospital 
Board, 27, Tyndalls Park-road, Bristol, 8, not later than 28th 
February, 58. 

SOUTH WESTERN REGIONAL HOSPITAL BOARD. 
Appointment of MEDICAL eal iat mane a 
Hospital, Exminster, near Exeter Jppmretione are invited for 
whole-time appointment of CONSULTANT PSYCHIATRIST 
to the Exeter Clinical Area, which a Exeter, ~ uay, 
North and East Devon. "Applicants * must possess a “higher 
qualification. The successful candidate will have charge of 

at Exminster Hospital and will act as Medical 8 Saperensenent of 











this queen ; in addition, he will be req tt other 
hospitals in the clinical area as determined by the Regional 
Hospital Board. A detached house will be available. 


Applications (12 copies), stating date of ‘birth, ualifications 
and experience, toge' sonether with the names and ndueosna of 2 


referees, should be one oof the Secretary « the Regional Hospital 
Board, 27, Tyndalls Park-road, Bristol, 8, not later than 28th 


February, 1958. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 





Cates see Wek 50 SP uired to reside within 30 sullen of lasotter 
Royal didates should possess diploma in 
Radiology nr £1653 ie —_ 10s. 22126 - p.a. 
AD Tieation forms and furthe' tails froee Senior 
tive Reese Officer, Sheffield Regional Ht capital Board Old 
Fulwood-road, Sheffield. Forms to be returned by 3rd March, 
58. 


SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of ASSIST- 
ANT AN STHETIST at the Royal Hospital for Sick Children 


and Stobhill General Hospital, Dye oo e consemens yt ve 
-time basis of 9 notional . 


whole-time or on the maximum 

os r week. Whole-time (at age 32 and over) on the 
kL 53 15s.-£52 10s.-€2126 5s. 

= lications (16 copies), stating date of birth, qualifications, 

present apporen ~~~ and the comes of 3 referees, 











onpe ence 
reach the Secre Board, 64, 

West Regent-street, G ° .C. 2, 1 yy than SME Or? days after the 

publication of this cavertion naekatnet 

NORTHERN IRELAND HOSPITALS AUTHORITY. 


as CONSULTANT 


lications are invited for 3 whole-time 
ey 1 at each of 


posts 
CHIATRIST with effect from ist April, 1958 ; 
bes undernoted mental hospitals :— 
Purdysburn Hospital, Belfast. 

2 Downshire Hospital, Downpatrick. 

3. Tyrone and Fermanagh Hos ol. Dues 

The terms and conditions age with the 
Authority’s application of the Sankt report to Northern Ireland. 

Applications to be made on a form obtainable wit further 
P Foulars gs the Secretary, Northern samene itals 
Authority Ck gg agg Belfast, and to be Mi. not 
later than’ ith Mare 


WELSH REQGI ONAL HOSPITALS BOARD. Whoie-time 
ASSISTANT RADIOLOGIST (Senior Hospital Medical Officer) to 
serve the Coqmarven and ew G H tal Management Com- 
mittee, based at Caernarvon y General Hospital, 
Bonaot, with visits to other ey pd in the | group. 

Applications (12 copies), naming s referees, to Senior Adminis- 
trative Medical Officer, Temple Pp , Cathays Park, Cardiff, 


within 21 days. 
WELSH REGIONAL HOSPITAL BOARD. A ane 
are invited for the appointment of a CONSULTA 











LOGIST to serve the Ne rt and . F Monmouthshire ms 
pcan a pony Hospital t Committees. The 
didate te will be based at t e Royal Gwent Hospital, 


Ne yepart rt (380 Beds), and will be e to serve other =a 
the aaees Optional whale -time/maximum part-tim 
spats + 12 ‘ies ) aming 3 setenene, be Senior Adminis- 
- “om copies ne 
trative : Oh ital Board, 


cer, 

Temple of Bence Cathars Park bara wt within ef 

WELSH RE OSP! ,+ tal on nt 

RADIOLOGIST, North Monmouthshire i Management 
Committee. Based Ebbw Val ospital with visits to other 

hospitals in North Monmouths and neighbo groups. 


Optional whole-time/maximum pare —_— appointment. 


Applications (12 copies), naming 3 rees, to Senior 
Y, Medi 7 Welsh Resional “Hospital Board, Temple 


sark, Cardiff, within 21 days. 








trative Medical O 
of Peace, Cathays 
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THE LANCET ADVERTISERS’ 
WELSH REGIONAL HOSPITAL BOARD. Consultant 
DERMATOLOGIST, based at Neath General Hospital in the 


Mid Glamorgan Hospital Management Committee area. Duties 
will include visits to Swansea General Hospital and other hospitals 
in neighbouring groups. Optional whole-time/maximum part- 
time appointment. 
Applications, naming 
Medical Officer, Temple of Peace, 
21 days. 
WELSH REGIONAL HOSPITAL BOARD. Whole-time 
Locum Tenens CONSULTANT in General Surgery required on 
the following dates : 
24th February—15th March, 1958, Ebbw Vale Hospital. 
17th-29th March, 1958, Tredegar General Hospital. 
30th July-3rd September, 1958, Tredegar General Hospital. 
Applications, naming 2 referees, to Senior Administrative 
Medical Officer, Temple of Peace, Cathays Park, Cardiff. 


3 referees, to Senior Administrative 
Cathays Park, Cardiff, within 





Hospital Services: Junior Appointments 


BATTERSEA GENERAL HOSPITAL, Battersea Park, 
8.W.11. HOUSE SURGEON/CASU ALTY OFFICER. Com- 
bined post. Resident. Vacant early February. House Officer 
grade, not pre-registration and not recognised ‘or F.R.C.S. 
Apply, enclosing copies of 2 recent testimonials, to Hospital 
Secretary, with whom arrangements can be made to view the 





Hospital. 

CENTRAL MIDDLESEX HOSPITAL, Park Royal, 
N.W.10. RESIDENT SENIOR HOUSE OFFICER required for 
Casualty Department. Successful candidate will work under 


supervision of Orthopedic and Traumatic Specialist. Appoint- 
noe for 6 months from early April. 

Applications, with names of 2 referees or copies of testimonials, 
to Medical Director by 15th February. 
CHARING CROSS HOSPITAL, London, W.C.2. Locum 
REGISTRAR in Anesthesia (full- time) from 24th February to 
14th March, 1958. Resident at the Obstetric Unit at Kingsbury 
Maternity we ital with duties at other hospitals in the Group. 
D.A. or F.F.A. R.C.S. desirable. Possession of a car an advantage. 

Applic aa forms, obtainable from the undersigned, should 
be returned by 10th February. 

FRANK Hart, Secretary to the Board. 
CONNAUGHT HOSPITAL, Waithamstow, €E.17. (123 
Beds.) HOUSE PHYSICIAN required fog a period of 6 months. 
Post vacant 8th March, 1958. 

Applications, with full details and copies of 2 recent testi- 
monials, should be sent immediately to the Secretary, Forest 
Group Hospital Management Committee, Langthorne- road, E.11. 
ELIZABETH GARRETT ANDERSON HOSPITAL, Eus- 
ton-road, N.W.1. (ROYAL FREE HOSPITAL GROUP.) Applications 
are invited from pre-registration and registered Women medical 
practitioners for the post of OBSTETRIC HOUSE SURGEON 
(recognised for the M.R.C.O.G.). Duties to commence Ist March, 
1958. Appointment for 6 months. Salary in accordance with 
Ministry of Health scale for House Officers. 

Applications, with copies of 3 recent testimonials, to be sent 

to the Secretary, Elizabeth Garrett Anderson Hospital, by 
llth February, 1958. 
ELIZABETH GARRETT ANDERSON HOSPITAL, Eus- 
ton-road, N.W.1. ROYAL FREE HOSPITAL GROUP. Applications 
are invited from registered Women medical practitioners for the 
y0st of RESIDENT PATHOLOGIST. Salary in accordance with 
Ministry of Health scale for Senior House Officers. The appoint- 
ment is for 6 months in the first instance. Duties to commence 
Ist April, 1958. 

Applications, with copies of 3 recent testimonials, should be 

sent to The Secretary, Elizabeth Garrett Anderson Hospital, by 
19th February. 
GUY’S-MAUDSLEY NEUROSURGICAL UNIT. Appli- 
cations are invited .for the resident post of SENIOR HOUSE 
OFFICER for 6 months commencing on Ist April, 1958. The 
unit, which is housed in the Maudsley Hospital, serves both 
Guy’s Hospital, and the Bethlem Royal ospital and the 
Maudsley Hospital. 

A »plic ations should be made within 2 weeks of the appearance 

of this advertisement to K. J. JOHNSON, House Governor and 
Secretary, Maudsley Hospital, Denmark Hill, S.E.5. 
HACKNEY HOSPITAL, London, E.9. (General—841 Beds.) 
Applications for the 6-month resident appointment, vacant 
3rd March, of pre-registration HOUSE PHYSICIAN should reach 
the Secretary, above address, by 17th February, quoting HH/PHP. 
HAMMERSMITH HOSPITAL AND POSTGRADUATE 
MEDICAL SCHOOL, Ducane-road, London, W.12. Whole-time 
NON-RESIDENT REGISTRAR (radiotherapy) required. Post 
vacant 3rd March. 

Applications, stating age, qualifications, experience, names 2 
referees, to Secretary, Board of Governors, The Hammersmith, 
West London, and St. Mark’s Hospitals, Ducane-road, London, 
W.12, by 17th February. 

HIGHLANDS GENERAL HOSPITAL, Winchmore Hill, 
N.21. AN: ESTHETIST (Senior House Officer grade), resident, 
12 months’ appointment. Vacant 8th March. 100 active surgical 
and orthopes ic beds. Approximately 1200 operations annually. 

Applications, with copies of 3 testimonials and name and 

address of 1 referee, to Hospital Secretary. 
LONDON CHEST HOSPITAL (Country Branch). Hos- 
PITALS FOR DISEASES OF THE CHEST. REGISTRAR in Clinical 
Pathology (Registrar grade). A vacancy occurs at the country 
branch near Letchworth. The appointment is a whole-time 
one and will be for 1 year in the first instance and the holder 
may be resident or non-resident. 

Applications, stating age, qualifications with dates, and 
previous experience, together with copies of 3 testimonials, 
should reach the House Governor, London Chest Hospital, E.2, 
not later than 22nd February, 1958. 
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CHEST HOSPITAL. Hospitals for Diseases of 

HEST. 2 vacancies occur Ist April, 1958, for RESIDENT 
HOU: SE PH ysic IAN. Appointments for 6 months, 4 in London, 
2 at the Country Branch, near Letchworth, and posts graded as 
House Officer. Duties include work in the Outpatient Depart- 
ment and special clinics, as well as in wards. 

Applications, stating date of birth, qualifications with dates, 
and previous appointments held, with copies of 3 testimonials, 
should reach the House al London Chest Hospital, E.2, 
not later than Ist March, 1958 

N.W.11 


(exempted from National Health Service). Required RESIDENT 
SURGICAL OFFICER (Male). Salary commencing at £852 10s. 
p.a. less £170 P: a. deducted for emoluments. 6 months’ appoint- 
ment, renewable. 

Applications, stating age, nationality, qualifications, and 
Surgical or Orthopeedic experience, with copies of 3 recent testi- 


monials, to the Secretary, Mr. W. F. PENDRILL. fais 
Applications invited for 


MIDDLESEX HOSPITAL 
post of SURGICAL REGISTRAR. Appointment may involve 
transfer to a peripheral hospital for part of the total tenure. 

Forms of application obtainable from the Deputy Superin- 
tendent should be rmed naming 2 referees, by Ist March. 
MILE END HOSPIT Bancroft-road, London, €.1. 
(484 Beds.) HOUSE PHYS! CIAN (pre- or post-registration). 
Post vacant 8th March, 1958. 

Application forms, obtainable from Physician-Superintendent, 
to be returned by 2ist February, 1958, with copies of not more 
than 3 testimonials. 

NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD 

REGISTRAR in Pathology (resident or non-resident), 
Southend Group Laboratory, General Hospital, Rochford, Essex. 
Ree sed for Diploma in Pathology. 

REGISTRAR in Pathology (non-resident), Mile End Group 
BR ty Mile End Hos ve E.1. Recognised for Diploma in 
Potheray a Boar 

REGISTRA in Pathology 
Pn on ee > ped of hospitals 
Hos ital, 

atc. AL ‘REGISTRAR (resident or non-resident—sleeping 
in on duty nights), Harold Wood Hospital, Harold Wood, Essex. 
Recognised for F.R.C.S. 

REGISTRAR in General Surgery and Gynecology (non- 

resident ), St. Mary’s Hospital for Women and Children, Plaistow 


Hospital, 


(resident or 


non-resident ) 
based at St. i 


Ann’s Genera 


E.13. 

GERIATRIC REGISTRAR (resident), St. Michael’s 
Enfield, Middlesex. 

MEDICAL REGISTRAR (resident or non-resident), St. 

Mary’s Hospital, Colchester, Essex. Group appointment with 
duties at Colchester Chest Clinic (4 sessions a week) and at Black 
Notley Hospital. Post offers wide experience in general medicine, 
geriatrics and diatrics. 

REGISTRAR in Diseases of the Chest (resident), Rochford 
General Hospital and Lancaster House Chest Clinic, Southend- 
on-Sea, Essex. Experience in general medicine and special 
experience in diseases of the chest essential ; for treatment of 
respiratory tuberculosis and other chest diseases. 

Appointments subject to review after 1 year. 

Application forms from Secretary, 114, Portland-place, W.1, 
to be returned by 22nd February, 1958. 


NATIONAL HEART HOSPITAL, Maids Moreton, Buck- 
INGHAMSHIRE. (Country Branch of the National Heart Hospital.) 
lications are invited for the post of RESIDENT MEDICAL 
ICER at the: Hospital’s country branch. The appointment 
is for a pay of 5 months from Ist May, 1958, but may be 
renewed for a further period not exceeding 6 "months. The status 
of the post is that of a Senior House Officer, and the is in 
accordance with the terms and conditions of service. The holder 
will be expected to attend on 1 day weekly at the Hospital in 
Westmoreland-street. 
——, with copies of 3 recent testimonials, should be 
sent to me at Westmoreland-street, London, W.1, not later 
than 28th February, 1958. 
ROBERT G. E. WHITNEY, Secretary to the Board. 


NATIONAL HEART HOSPITAL, Westmoreiand-street, 
W.1 (with which is associated the Institute of Cardiology ). 
REGISTRARS. The Board of Governors invites applications to 
fill 2 vacancies, 1 as from ist April and the other as from Ist May, 
1958. Applicants should have n fully trained in general medi- 
cine and should possess a > ond medical qualification. Oppor- 
tunities for research availabie. 

Applications, with copies of 3 recent testimonials, should be 
sent = me not laterthan Friday, 28th February, 1958. 

ROBERT G. E. WHITNEY, Secretary to the Board. 


NATIONAL HEART HOSPITAL, en nereeae frees 
W.1 (with which is associated the Institute of ( vardiology Appi. 
cations are invited for the post of ASSISTANT RESID 
MEDICAL OFFICER (Male). The appointment is for a period of 
6 months from Ist April, 1958, but may be renewed for a further 

riod of 6 months. The status and salary are those of a Senior 

ouse Officer in accordance with the national terms and 
conditions of service. 

Applications, with copies of 3 recent testimonials, should be 
sent to me not later than Friday, 28th February, 1958. 

ROBERT G. E.. WHITNEY, Secretary to the » the Board. — 
NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Applications are invited from tered medical practitioners 
for the a ore ed of NON-RESIDENT HOUSE PHYSICIAN 
at The National Hospital, Queen-square, W.C.1, to commence 
lst May, 1958. There are 2 vacancies. These posts carry the 
ora of Senior House Officer. The aopeintansake will be for 6 
months 

Applications, with names of 3 referees, to be sent to the 
undersigned not later than 21st February, 1958. 
H. Ewart MITCHELL, Secretary to the Board of Governors. 
The National Hospitals for Nervous Diseases, 
Queen-square, W.C 
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NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Applications are invited from registered medical practitioners 
for the py of REGISTRAR (whole-time) to the 
Lysholm ray Department at The National Hospital, Queen- 
square, to commence a. Ist April, 1958. This post 
usually carries the grade of Senior Registrar. Applicants should 
hold a Diemne | in Diagnostic Radiology and have had experience 
in general radiology. The appointment will be for 1 year in the 
first instance. 

Applications, with names of 3 referees, to be sent to the under- 
signed not later than 2ist February, 1958. 

H. Ewart MITCHELL, Secretary to the Board of Governors. 

The National Hospitals for Nervous Diseases, 

Queen-square, London, W Cd 

NEW END HOSPITAL, London, W.3. Applications 
are invited for the post of HOUSE PHYSIC IAN (general 
medicine). Vacant Ist April, 1958. Preference will be given to pre- 
registration candidate. 

Application forms from Group Secretary, 46, Cholmeley- 

ark, N.6 (ARChway 3070. Ext. 527), and returnable to the 
ee et New End Hospital, by 17th February, 


NEW END HOSPITAL, London, N.W.3. Applications 
are invited for 2 7 of HOU SE 8U RGEON (general surgery ). 
Vacant Ist April, 1958. Preference will be given to pre-registra- 
tion candidates for 1 position. 
Application forms from Group Secretary, 46, Cholmeley- 
a. N.6 (ARChway 3070. Ext. 527), and returnable to the 
eg Superintendent, New End Hospital, by 17th February, 


NORTH MIDDLESEX HOSPITAL, _ London, N.18. House 
PHYSICIAN, post-registration, resident, required for Ist April, 
for 6 months. General medicine. 
Rn ay (in own handwriting), stating age, nationality, 
ifications, experience, with copies of recent testimonials, to 
lospital | Secretary, by 18th February. 
NORTH MIDDLESEX HOSPITAL, ‘London, N.18. Senior 
HOUSE OFFICER in Surgery, resident, required. General 
surgery, trauma and orthopedics. Post recogn 
6 months’ appointment in the first instance, with possible exten- 
sion to 1 year. Vacant Ist April. 

Applications, stating age, nationality, qualifications (Primary 
Fellowship desirable), experience, with copies of recent testi- 
monials and/or names of 2 referees, to Hospital Secretary, by 
18th February. _ PA: HUT NesD 
coke Meant fe a dg “‘Samson-street, London, E£.13. 
(211 Apes ations are invited for the appointment of 
GENT H¢ SE OFFICER (post-registration or pre-regis- 
tration second post) for 6 months commencing Ist April, 1958, in 
the Chest Unit and Infectious Diseases Unit. Some experience in 
diseases of the chest desirable. The position offers good oppor- 
tunities for experience in general medicine. 

ee with copies recent testimonials, to Hospital 
Secretary by 12th February. 

PRINCE OF WALES'S GENERAL HOSPITAL, N.1 
Applications are invited for the appointment of aaipene 
HOUSE SURGEON (Senior House Officer) to Orthopedic 
Casualty and E.N.T. a at above Hospital for a period 
of 6 months, vacant 24th February, 1958. 

Applications to Group Secretary, Tottenham Group Hospital 
Management Committee, The Green, N.15, immediately. 

UEEN ELIZABETH HOSPITAL FOR CHILDREN, 

ackney-road, E.2, Shadwell, E.1, BANSTEAD, SURREY. HOUSE 
OFFICER appointment for 2 consecutive periods of 6 months 
commencing ist April, 1958, first period House Physician, 
Hackney-road, second period House Surgeon, Hackney-road (2 
months) and Casualty Officer, Hackney-road (4 months). 

a forms may be obtained from the Secretary at 

ney-road, and should be returned with copies of not more 
_— 3 testimonials, not later than 15th February, 1958. 











for F.R.C.S.° 


Seat tony HOSPITAL. lications are invited 
SUAETy medical Seoeaieaan ‘or the t of SENIOR 

CAsU ny, ‘orric ER at the Royal Free Hospital, i gg 
mee -road . The appointment is full-time, resident, for 
6 months, rein to commence on Ist A alary an 
conditions of service in accordance with those laid down by ‘the 
eer of Health for Senior House Officers. 

Application forms may be obtained from the Secretary to the 
Board of Governors, Royal Free Hospital, Gray’s Inn-road, 
W.C.1, to whom they should be returned not later than 19th 
February, 1958. = 
SOUTH WESTERN HOSPITAL, Landor-road, §.W.9. 
Applications are pore from Women candidates for the post of 
HOUSE SURGEON (pre-registration) at the above Hospital. 
Vacant 22nd Epes 5 1068. oy gactere ee ts on ry and 
the successful candidate ve the 
House 8 n at the Annie ye Mecall RMatcnute Hospital. 

Application forms from the Hospital Secretary to be returned 
by 14th February, 1958. 
SOUTH WESTERN HOSPITAL, Landor-road, London, 
S.W.9. RESIDENT HOUSE SURGEON (Senior House Officer 

grade) required to take charge of 32 surgical beds under the direc- 
tion of the Surgical Consultant of Lambeth Hospital, Kennington; 
also to work under the E.N.T. Surgeon at the South Western 
Hospital. Post rec d for the F.R.C.8. Vocent 14th February. 

Form of application from the Hospital Secretary to be returned 
immediately. 
£4 3 ey a 4 HOSPITAL, Constance-road, East Dulwich 

sin “OPricun invited for appointment as SEN I0R 
(general medi duties). Unit under 
directi on of full-time geriatrician; with “ half-way 
house ”’; follow-up and pre-admission a clinics ; facilities 
for investigations. Vacant from Ist March Salary £819 10s. a 
year, less £150 residence charge. 

Applications, giving details of age, qualifications and Leos 

osts with copy test mpeated = ae of 2 = a Seep 
3 Camberwell ——— 
Dulwich Hospital, Bast Delvtgreve, b 22, “within 10 tees 
of this advertisement. 
ST. GEORGE’S HOSPITAL, 8.W.1. A eRrn i are 
invited for the whole-time post of SENIOR REGIST R to 
the Department of yore =e This post is non-resident and 
the holder will work mainly in the Neuro-Radiol ogical Depart- 
ment at St. George’s Hospital (Atkinson Morle y's Hospital 
Branch). The successful candidate will be required to take up 
duty on Ist April, 1958. 

Applications, stating , education, qualifications, prpaienee, 
and the names and ad of 2 referees, should reach the 
undersigned not later than 22nd February, 1958. 

P:. i comae. House Governor. 
ST. GEORGE’S HOSPITA S.W.1. ge are 
invited for the post of ORTHOPEDIC wy TRAR at this 
Hospital. This a Oe Gerona is for 1 year ~ty the it instance, an 
the candidate uired to take Jy on 16th June, 
leootand Candidates should hold the dip! oma of the F.R.C.S. 
( and). 

Applications, stating » ope Wt ualifications, experience, 
and the names and a sddeosses of referees, should reach the 
undersigned not later than 22nd February, 1958. 

P. 2 STABLE, House Governor. 

ST. MARY ABBOTS HOSEITAL Marloes-road, Kensing- 
ton, W.8. Applications are invited for Boe ges as a 
TRAR (Gurgical). Duties — fae traumatic 
orthopeedic. Post vacant end of April, 1958. Candidates 
may Misit the Hospital by errangement with the Surgeon- 
Superintendent. 

L gy (5 copies) to be submitted by 2list February, 
1958, on forms obtainable from and returnable to, ee ao Secre- 
tary, Fulham and Kensington ospital Managemen‘ 

mittee, 5, Collingham-gardens, 8.W. = (L.138.) 











ee 

















by + Song Par. Be tty St. George’s-circus, Lond 

S.E.1. Applications are invited for the post of RESIDENT 
SENIOR OU SE OFFICER from Ist A 1958. The Hospital 
is recognised for F.R.C.S. and D.O. exam: on Ry 

Request for application form to be made to the Hospital 
Secretary, to be returned not later than 24th February, 1958. 
thee) EYE HOSPITAL, St. George’s-circus, London, 

8.E.1. Locum SENIOR HOU SE OFFIC R for holiday periods 
prior to 3lst March, 1958. 

Applications to the Secretary (WATerloo 4477) immediately. 
ROYAL NATIONAL THROAT, NOSE AND EAR HOS- 
PITAL, Gray’s Inn-road, W.C.1, and Golden-square, W.1, in 
association with. the Institute of Lary - and Otology 
Applications are invited for a post o NIOR HOUSE 
OFFICER from a date to be arranged. The Fence al will be 
in accordance with National Health Service terms and conditions 
of service and for an initial period of 6 months. 

Applications, giving full information and the names of 2 
referees, should be sent to the House Governor by 28th February. 
ROYAL FREE HOSPITAL. wey are invited for 
the t of JUNIOR RESIDENT ANASTHETIST. The 

4 tment is for 6 months, duties to commence Ist April, 1958. 
ha lary in accordance with the Ministry of Health scale for House 

cers. 

Spgtagtion forms may be obtained from the Secretary to the 
Boa: of Governors, Royal Free Hospital, Gray’s Inn-road, 
W.C.1, to whom they should be returned not later than 19th 
February, 1958. 

ROYAL FREE HOSPITAL. LS ep are invited for 
the t of SENIOR RESIDENT ANASTHETIST. The 
appointment is for 6 months, duties to commence Ist _ 1958. 

Salesy in accordance with the Ministry of Health scale for 
House -Officers. 

Application ‘forms my be obtained from the Secretary to the 
Board of Governors, Royal Free Hospital, Gray’s Inn-road, 
W.C.1, to whom they should be returned not later than 19th 
February, 1958. 

















ST. NICHOLAS HOSPITAL, Piumstead, 8.E.18. House 
SURGEON. Vacant now.- Recognised for F.R.C.S. and approved 
for pres registration service. 

ie y to Group Secretary, Memorial Hospital, Woolwich, 





WESTERN HOSPITAL, Seagrave-road, Fulham 
Applications are invited for omnes as RE ncist 
(infectious diseases). Post vacant 26th March, 1958. RAE 
Infectious Disease Unit includes a Regional Centre for the 
treatment of respiratory complications of poliomyelitis, and 
there are enstlbons - myn — — The Hospital is well 
situated for those wishing to luate studies. Experi- 
ence in infectious diseases desirable, but not essential, but t good 
—— or general medicine experience is acce ptable. 

ates may visit the Hospital by arrangement with the Physician. 
Superintendent. 

Applications (5 copies), to be submitted by 2ist February, 
1958, on jane obtainable from, and returnable to, Group 
Secretary, , Collingham-gardens, London, S.W.5 
WwesT CON DON HOSPITAL, Hammersmith-road, Lon- 
don, W.6. RESIDENT HOUSE SURGEON (general and 
gynecology) required. Post vacant 13th March. Pre-registration 
candidates considered. 

Applications, stating age, qualifications, experience, copies 2 
recent testimonials, to Secretary, by 15th ‘February. 

WEST LONDON HOSPITAL, Hammersmith-road Lee 
don, W.6. RESIDENT HOUSE OFFICER (peediatrics, B.N.T. 
wre aigever, dermatology and dental) required. Post 

Applications, stating age, qeokeee ev copies 2 
recent testimonials, to Secretary, by 17th Feb 
WHIPPS one HOSPITAL. ee om £.11. He kppicatlons 
are invited fro: registered practitioners for 
_ of HOUSE SURG ON in the Orthopaedic Department. 














for the F.R.C.S., is vacant now. 


is post, 
Application forms from the Hospital Secretary, to be returned 
53 


by 17th February, 1958. 
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WANSTEAD HOSPITAL, Hermon Hill, E.11. (191 Beds.) BIRMINGHAM. SOLIHULL HOSPITAL, Lode-lane, 

HOUSE SURGEON required. Recognised ‘tor F. =. Cc.8. SOLIHULL. OBSTETRIC HOUSE SURGEON (pre-registration). 
Applications, with full details and copies of 2 recent testi- Vacant beginning of Marc 


monials, should be sent immediately to Secretary, i Group 
Hospital Management Committee, Langthorne- road, 11. 
ASHFORD HOSPITAL, Ashford, Middlesex. a Beds.) 
STAINES GROUP HOSPITAL MANAGEMENT COMMITTEE. Required, 
RESIDENT HOUSE SURGEONS (2) for Traumatic and Ortho- 
peedic Unit. 6-month appointments, suitable for pre-registration 
candidates. Vacant 13th and 14th March, 1958. 

Applications, stating age, qualifications and experience, with 
copies of up to 3 recent testimonials, to Medical Director of 
Hospital. 

(560 Beds.) 


ASHFORD HOSPITAL, Ashford, Middiesex. 
Required, 
uties. 


STAINES GROUP HOSPITAL MANAGEMENT COMMITTEE. 
RESIDENT HOUSE PHYSICIAN for general medical 
6-month appointment, vacant 8th March, 1958. Preference 
given to pre-registration candidates. 

Applications, stating age, qualifications and experience, with 
copies of up to 3 recent testimonials, to Medical Director of 
Hospital. 

ASHTON, HYDE AND GLOSSOP HOSPITAL MANAGE- 

MENT COMMITTEE. HOUSE OFFICER (pediatrics) required at 

Ashton-under-Lyne General Hospital. Modern diatric unit, 

¥ix neonatal and gt ee age peur experience. Recognised for 
’..H. Vacant mid-March, 

yo with copies of? ry testimonials, to Group Secretary, 

General Hospital, Ashton- under- Lyne, Lancs. 
AYLESBURY, BUCKINGHAMSHIRE. STOKE MANDE- 
VILLE HOSPITAL. (619 Beds.) Applications are invited for the 
post of RESIDENT HOUSE PHYSICIAN in the Department 
of Medicine. Pre-registration post but registered practitioners 
may apply. Duties include responsibility for 20 acute medical 
beds and 15 tuberculosis beds. Post vacant early March. 

Ey with copies of 2 testimonials, to the Administra- 
tive Officer by 19th February. Interview 26th February. 
AYLESBURY. ROYAL BUCKINGHAMSHIRE HOS- 
PITAL. Locum CASUALTY OFFICER (Senior House Officer) 
for period 7th—2ist March. 

Apply, with copies of 2 recent testimonials, 
Superintendent as soon as possible. 


to Secretary- 





BARNSLEY. BECKETT HOSPITAL. (174 Beds. Recog- 
nised for F.R.C.S.) SHEFFIELD REGIONAL HOSPITAL BOARD. 
Whole-time SURGICAL REGISTRAR required 15th April, 
1958. Married accommodation available. Appointment for 1 
year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 17th February, 1958, giving age, 
netienesty. qualific ations, present and previous appointments 
with dates, naming 3 referees. 

BARNSTAPLE. NORTH DEVON INFIRMARY. (105 
tats.) HOUSE PHYSICIAN (pre-registration) required in 
March. 

Applications, naming 2 referees, to Group Secretary, 19, 
Alexandra-road, Barnstaple, N. Devon. 

BEBINGTON, CHESHIRE. CLATTERBRIDGE HOS- 
PITAL. CENTRAL WIRRAL GROUP. 
— SE —~4 FICER aes medicine and geriatrics ). 


Recognised pre-regis- 








Recog- 


ised p eT atio: 
HOU SE POFF CER jommanet surgery ). 
tration. 

Posts are tenable for 6 months from Ist March, 1958. Salary 
according to previous | ny held. 

Application forms, from Secretary, to be returned by 20th 
February, 1958. 
BEDFORD GENERAL HOSPITAL. (436 Beds.) House 
SURGEON post vacant immediately. Pre- or post-registration, 
recognised for F.R.C.3. Post offers exceptional opportunities 
for general experience in busy acute surgical units. 

Applications, with copies of testimonials, to be sent immedi- 
ately to Group Secretary, Be ne Group Hospital Management 
Committee, 3, Kimbolton-road, Bed dford. 
MOSELEY HALL HOSPITAL FOR 
(65 Beds.) SENIOR 
Resident/ 


BIRMINGHAM. 
CHILDREN, Alcester-road, BIRMINGHAM, 13. 
HOUSE OFFICER (pediatric). Vacant March. 
non-resident. Recognised for D.C.H. 

Apply, with 3 testimonials, by 22nd February, to Secretary, 
Birmingham (Selly Oak) Hospital Management Committee, 
Oak Tree-lane, Birmingham, 29. 
BIRMINGHAM REGIONAL HOSPITAL BOARD. 

(1) Dudley, Stourbridge and District Group, 
Quest ospital, Dudley 

REGISTRAR (general werent?» The Guest Hospital, Dudley. 
(154 Beds.) Experience epecialt essential. Higher qualifica- 
tion desirable. Resident. arried accommodation available. 

(2) Stoke-on-Trent Group, Stoke-on- 





The 


Princes-road, 


rent 

REGISTRAR (E.N.T. surgery) for North Staffordshire Royal 
Infirmary. (455 Beds.) Experience specialty essential. Resi- 
dent or non-resident. 

(3) Birmingham (Selly Oak) Group, Oak Tree-iane, 
Birmingham, 29 

(a) REGISTRAR (general medicine, resident). Little Brom- 
wich General Hospital, Birmingham, 9. Vacant Ist April, 1958. 
Developing hospital with at present 60 acute medical beds. 
Duties include work in Infectious Diseases Unit. Married 
quarters available. 

(6) REGISTRAR (general surgery), (resident), Solihull Hos- 
pital, Lode-lane, Solihull. Single quarters only available. Higher 
qualification desirable. 

Application forms heen Group Secretaries to be returned by 
17th February, 1958 
BIRMINGHAM. 
SOLIKULL. OBSTETRIC 
SURGEON (Senior House Officer grade). 

Applications, stating age, ualifications, 





“SOLIHULL HOSPITAL, Lode-iane 
AND GYNECOLOGICAL HOUSE 
Vacant mid-March. 


nationality, and 


copies of testimonials, to Medical Superintendent. 


54 - 





Applications, stating 
reference, to Medical Su 





age, qualifications and names for 
perint t 


BIRMINGHAM (near). et. say MATER- 
NITY HOSPITAL, Berwicks-lane, MARSTON N, near BIRMING- 
HAM. RESIDENT SENIOR How SE OF FICER in Pediatrics 
required for 6 months or 1 year (the latter to be for 
..H.). Duties in Premature Baby Unit (12 Cots); in See- 
natal Department at above Hospital (121) (Hospital affiliated 
to the University of Birmingham for the teaching of students), 
and in neonatal and Children’s Departments at neighbouring 
hospitals. Previous pediatric or obstetric experience desirable. 
Detailed applications to the Group Secretary, Dudley Road 
Hospital, Birmingham, 18, not later than 20th February, 1958. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. QUEEN ELIZABETH HOSPITAL. Applications are invited 
for the post of REGISTRAR in Clinical Pathology at the Queen 
Elizabeth Hospital. The post is tenable for 1 year in the first 
instance and may be resident or non-resident. Opportunities exist 
for experience in all branches of pathol , both in the clinical 
laboratories of the Queen Elizabeth Hospital and the University 
ae partments of cane, My. Experimental Pathology. 
pplication forms may obtained from the Secre' , United 
ngham Hospitals, Queen Elizabeth Hospital, Edgbaston, 
ingham, 15, and should be returned to him not later than 
bend ) February, , 1958. Wine! Ca: Bote: 
BIRMINGHAM. THE UNITED een ae HOS- 
PITALS. QUEEN ELIZABETH HOSPITAL. cations are invited 
for the appointment of OPHTHALMIC. HOUSE: SURGEON 
for the period ending 6th July, 1958. The post is rec for 
Sa candidates, but registered medical practitioners 
may apply 
Forms of —oo to be obtained from the Socestas , United 
Birmingham Hospitals, Queen Elizabeth ——- sbaston, 
Birmingham, 15, and returned as soon as possiblh 
BIRMINGHAR. THE UNITED SiamineA HOSs- 
ALS. pplications are invited for the post of RESIDENT 
SENIOR et SGISTRAR in Anesthetics for duties in the United 
Hospitals. The appointment will be for 1 year in the first instance 
and subject to ann review. The successful candidate may 
ers soe f be required to spend not more than 2 years in selected 
hospitals of the Birmingham Regional Hosp Board, in 
accordance with an arrangement for the — of Senior 
— between the 2 Boards. ‘andidates must 
iploma of Fellow of the Faculty of Aneesthetists of 
fhe Royal College of Surgeons of England. 











Application forms may be obtained from the Roreates , United 
Birmingham Hospitals, Queen Elizabeth Hospital, gbaston, 
not ‘ae than 


Birmingham, 15, and should be returned to h 
22nd Webresry, 1958. 
BOLTON AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. 

Group Laboratories 

RESIDENT PATHOLOGIST (Senior House Officer ie). 
aa tenable for 12 months and recognised for the 

p.Pat 

Bolton District General a ospttas (607 Beds) 

RESIDENT HOUSE SUR . Vacant 13th oauery. 
tenable for 6 months and —— ised under pre-registra 
service scheme. Also recognised for F.R.C.S. 

Applications, stating age, nationality, qualifications and 
experience, together with the names of 2 referees, to Group 
Secretary, The Royal Infirmary, Bolton. 

BOURNEMOUTH (near). CHRISTCHURCH HOSPITAL, 
CHRISTCHURCH, HAMPSHIRE. (334 Beds.) BOURNEMOUTH AND 
EAST DORSET HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON (pre-registration interne) required for post beco! 
vacant on 18th March, 1958. 

Applications to the Hospital Secretary. 

BOURNEMOUTH. ROYAL VICTORIA HOSPITAL. 
(494 Beds.) BOURNEMOUTH AND EAST DORSET HOSPITAL MANAGE- 
MENT COMMITTEE. ppecene are invited for the appoint- 
ment of HOUSE P SICIAN The appointment, which 
becomes vacant on 17th February, 1958, is recognised for pre- 
registration purposes. 

__Applications to the Hospital Secretary. 
BRECHIN, ANGUS. STRACATHRO HOSPITAL. Appli- 
cations are invited from medical 1 proctoesse of 2 years’ standing 
for the post of SENIOR HOUS ER to the area 

Unit at Stracathro Hospital and Brechin Infirmary. The Unit, 
comprising some 140 ds, undertakes active treatment and 
rehabilitation under the direction of the Regional Consultant in 
Geriatrics. § scale £819 10s. p.a., less £150 for residential 
emoluments. 

Applications, accompanied by 3 recent testimonials, or naming 
3 referees, should be addressed to the Group Medical Super- 


int t at Stracathro Hospital. 

BRIGHTON. SUSSEX EYE ngs hg (56 Beds.) 

HOU SE nv, ae required early Marc Recognised for 

F.R.C.S. and D.O. Successful can Rn Ry. ---F 

senior —_ (Senior House wage on completion of 6 months. 
ay pa my ny ty 7M no any and experience and 

naming 2 referees, to the er istrative Officer. 

BRIGHTON, 7. ROYAL SUSSEX COUNTY ROGPTTEL. 


(314 Beds.) RESIDENT PATHOLOGIST (Senior House Offi 
Good experience in ‘all 
































ade) required for Area Laboratory. 
toon ches of clinical pathology. 
Applications, stating qualifications, experience and 


naming 2 referees, to the Administrative Officer. 
7 age ag 7. ROYAL SUSSEX COUNTY HOSPITAL. 
Locum RESIDENT AN SST E FTE (Senior 
red at the above Hospital for 2 weeks, 
commencing 9th February, 1958. 
Applications, stating usual particulars and naming 2 referees, 
to the Administrative Officer. 
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BRIGHTON. ROYAL SUSEEX Ae HOSPITAL. CARDIFF. THE UNITED CARDIFF HOSPITALS. Apelt ll- 
$14 Beds.) CASUALTY HOUSE SURGEON required ist | cations are invited for the epoanamnent of SENIOR H 
arch. Duti ~4 include work in Orthopedic ‘wus Traunetis Unit. | OFFICER in General Surgery at the Cardiff 
r pre-registration and F.R. Non-resident post, vacant lst March or as soon after that date 
Appllcations, oaging qualific ations and naming 2 | as ble. 
referees, to the a. al ative Officer, a, eis Sussex County pplication forms ore available from the Secretary to the 
Hoo ital, Brighton, 7 B at the Cardiff R I rt-road, Cardiff, 
and rd at be returned within 14 days of the appearance of this 
GROUP HOSPITALS. 8 Beds.) SENIOR HOUSE | advertisement. 
OFFICER. for duties in the E.N.T. Department of the above = ang ~ U 
Hospitals. Vacant ning “ot February. Rec d for (277 Beds.) T GENERAL SURGICAL AND 
F.R.C.S. and D.L.O. UROLOGICAL Hoos SURGEON snee- registration or third 
Applications, with details of experience, &c., ther with Rest). which is rec ‘or the F.R.C.S., now vacant. 
the names of 2 referees, to the Administrative é cer, Royal Vational Health Service and conditions. 


Sussex County Hospital, Brighton, 7. 

BRIGHTON GENERAL HOSPITAL. lications are 
invited for the appointment of HOUSE Sut GEON to the 
Orthopedic Unit. Salary in accordance with national scales. 
This post is recognised as a pre-registration appointment. Vacant 
12th February, 1958. 

Applications, stating age, queiiienttons, and onpeee, and 
giving the names of 2 referees, should be sent to the Physician- 
Superintendent, Brighton General Hospital, Elm-grove, Brighton. 
BRIGHTON. NEW SUSSEX HOSPITAL FOR WOMEN, 
Windlesham-road, BRIGHTON, 1. Locum HOUSE SURGEON 
(Female) (Senior "House Officer grading), required for the period 
24th February to 9th March, 1958, inclusive. Salary at the rate of 
£15 19s. per week, less residential emoluments. 

Applications, with full particulars, to be sent to the Adminis- 

trative Officer as soon as possible. 
BRISTOL (near). HAM GREEN HOSPITAL, Pili, near 
BRISTOL. Appie ations are invited for the post of RESIDENT 
JUNIOR HOSPITAL MEDICAL OFFICER in the Chest Diseases 
wards of the above Hospital. The Hospital is fully equipped for 
modern treatment of pulmonary tuberculosis and other diseases 
of the chest, including regular major thoracic surgery. Oppor- 
tunity also for work imthe Bristol Chest Clinic. Appointment for 
1 year, renewable. Post now vacant. 

Applications, with testimonials and names of referees, to the 
Secretary, Ham Green Hospital, Pill, near Bristol. 

BURNLEY GENERAL HOSPITAL. (641 Beds.) Resident 
HOUSE OFFICER (gynecology). The appointment is recog 
nised as a pre-registration post and also recognised for M.R.C.O. 
Subject to satisfactory service, the successful applicant will be 
favourably considered for an obstetric appointment. Position 
—— end of February. 

pplications, with 2 references, to Group Secretary, Burnley 
a istrict Hospital Management Committee, Burnley General 
Hospital, Burnley. ra ‘ 
BURNLEY GENERAL HOSPITAL. (641 Beds.) Resident 
HOUSE OFFICERS (surgical). The equetpeets are approved 
as pre-registration posts and rec ised for F.R.C.S. Subject to 
satisfactory service, the successful applicants will be favourably 
considered for appointment as a House Physician at the termina- 
tion of their contract as Surgical House Officers. Positions now 
vacant. 

Applications, with 2 references, to Group Secretary, Burnley 
and District Hospital Management Committee, Burnley General 
Hospital. 

BURTON UPON TRENT. THE GENERAL HOSPITAL. 
(251 Beds.) SURGICAL OFFICER (Registrar grade) required. 
Resident or non-resident. A furnished or unfurnished flatlet in 
close proximity to the Hospital available to successful applicant. 

Applications to Group Secretary as soon as possible. 

BURY AND ROSSENDALE eat ean MANAGEMENT 
COMMITTEE. HOUSE SURGEONS (3). sopncetions are invited 
for 3 pre-registration posts in General angers ‘osts still 
vacant. 2 of the posts are at Bury General capital and the 
third at Rossendale General Hospital. 

La Tee wom J age, qualifications and other details, to the 
Group Secretary at Bury General Hospital, Bury, Lanes. 
CAERPHILLY HOSPITAL. (General hospital, 228 Bedse— 
6 miles from Cardiff.) HOUSE SURGEON. Post recognised 
for F.R.C.S. 

Apply to Hospital Secretary. 

CAMBRIDGE. THE UNITED CAMBRIDGE HOS- 

ALS. ADDENBROOKE’S HOSPITAL, CAMBRIDGE. HOUSE 
SU RGEON for 6 months from 29th March. Recognised pre- 
stating age, 


registration service. 
dates, and with 








Apply to the Secretary by 22nd Agena 
nationality, qualifications and experience wit 
copies of 3 testimonials. Interviews early March. 


CAMBRIDGE. THE UNITED CAMBRIDGE HOS- 
DDENBROOKE’S’ HOSPITAL, CAMBRIDGE. HOUSE 
PHYSICIAN for 6 months from 4th April. Recognised pre- 
registration service. 
Apply to the Secretary by 22nd February, stating age, 
nationality, qualifications and experience with dates, and 
with copies of 3 testimonials. Interviews early March. 


CARDIFF. E UNITED 








THE UNITED CARDIFF HOSPITALS. 
Applications are’ invited for 2 SENIOR REGISTRAR appoint- 
ments in the Department of Diagnostic Radiology at the Cardiff 
ora Infirmary. Candidates must hold Dipioma in Medical 

ol 

Application forms are available from the Secretary to the 
Board at the Cardiff Royal Infirmary, Newport-road, Cardiff, 
and should be returned within 14 days of the appearance of this 
advertisement. 
CARDIFF. “THE UNITED CARDIFF HOSPITALS. 
Applications are invited for the appointment of REGISTRAR to 
the Orthopedic and Fracture Departments at the Cardiff Royal 
Infirmary. Non-resident appointment, vacant immediately. 

Application forms are available from the Secretary to the Board 

at the Cardiff Royal Infirm ,» Newport-road, Cardiff, and 
should be returned within 14 days of the appearance of this 
advertisement. 











Applications, together with copies of 2 recent testimonials, to 
be addressed to the Hospital Secretary at the above Hospital. 
CARLUKE, LANARKSHIRE. LAW HOSPITAL. Applica- 
tions are invited for the posts of JUNIOR HOSPITAL ie eee 
OFFICER and HOUSE SURGEON in Orthopedic ot 180 Beds 
Law Hospital, Carluke (790 Beds). The unit consists of 1 ed. 
and deals with acute orthopedic and accident work from a lenge 
part of Lanarkshire, and offers excellent experience 

spe giving full details, should + submitted to the 
Group Medical Superintendent, Law Hospital, Carluke. 
CARLUKE, LANARKSHIRE. LAW HOSPITAL. Apt plica- 
tions are invited for the post of SENIOR HOUSE OFFICER 
(medical) for Ist February, 1958. 

Applications, stating age, qualifications and previous experi- 
ence, together with the names of 2 referees, should be submitted 
to the Group Medical Superintendent, Law Hospital, Carluke. 
CARLUKE, LANARKSHIRE. LAW HOSPITAL. Applica- 
tions are invited for the post of RESIDENT HOUSE SURGEON 
(pre- or post-registration) for the 6 months commencing Ist 

ebruary, 1958. 

Applications, stating age, qualifications and any previous 
experience, together with the names of 2 referees, should be 
oom a} the Group Medical Superintendent, Law Hospital, 
Carluke 
CARLUKE, LANARKSHIRE. LAW HOSPITAL.( 790 Be Beds.) 
Applications are invited for the post of Locum ANASSTHETIST 
(Senior House Officer or Junior Hospital Medical Officer grading) 
for a period of 2 months. 

Applications, stating age, qualifications and previous experi- 
a. together with the names of 2 referees, should be sent to the 
yroup Medical Superintendent, Law Hospital, Carluke, as soon 
as possible. 
CHELMSFORD AND ESSEX HOSPITAL. (161 Beds.) 

Appl lications -: invited for the post of RESIDENT HOUS 
SURGEON ration post. The post offers good surgical 
experience. *hooeul for the F.R.C.S. 

Rpplicetions, tas together with 2 recent testimonials, to the 

retary, Chelmsford Hospital Management Committee, 
London-road, Chelmsford. 

















Botleys Park’ W jar Hospital). (430 Beds.) Locum GENE 
SURGICAL REGISTRAR required from 17th February to 
9th March, 1958, inclusive. 

Applications to Physician-Superintendent, St. Peter’s Hospital, 
Chertsey, as soon as possible. 
CHERTSEY, SURREY. ST. PETER’S HOSPITAL (late 
Botleys Park War ee a {00 Beds.) RESIDENT HO ~ 
SURGEON (Senior fficer >! Intern) req 

near oa oa (30 Beds) and +m N.T. a. 14 Beds) 

a Salary in accordance with terms and conditions 

ational Health Service. Post vacant April. 

* plications, together. with names and addresses of referees, 

_ Superintendent, St. Peter’s Hospital, as soon as 





late 
AL 





to 
possible 
CHERTSEY, SURREY. ST. PETER’S HOSPITAL Ai 
Boters Park War Hospital). (430 Beds.) Locum CASUALTY 
FICER bel te 1 (Senior House. Officer e) sy eth 
Pebruary, 1958, to Ist March, 1958, inclusive. Resident or non- 
resident 
Applications as soon as possible to Physician-Superintendent, 
addresses of 











St. Peter’s Hospital, together with names and 
referees. ae = 
CHICHESTER. ROYAL WEST SUSSEX HOSPITAL. 


(202 acute beds.) RESIDENT HOUSE SURGEON req 

for 6 months’ appointment. National es for either 
provisionally or fully red practitioners. Post soreness for 
pre-registration puaetieieaens, and F.R.C.S. 8 residents. Vacant 
end of February. 

Applications, stating age, experience, qualifications, with refer- 
ence or names of referees, to Senior Administrative Officer. _ 
COLCHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for 

Essex County Pooant Colchester (189 Beds) 

Post of HOUSE SUR! for F.R.C.S. 

First, second, third or pre-registration post, ‘tenable for 
6 months. 

St. pert A oneteet. Colchester 

Post. of SENIOR HOUSE OFFICER (Resident Medical 
Officer) for Geriatric Unit. Includes duties in connection with 
medical and surgical patients accommodated at hospital and 
duties at Essex County Hospital (general medical). Post tenable 
ne. 6 or 12 months, ident. 

Applications, with copies of 3 testimonials, to Secretary, 
Colchester Geoup Hospital Management Committee, 14, Pope’s- 
lane, Colchester, Essex. 

DENBIGH. ee jg enn ae HOSPITAL FOR 
NERVOUS AND JUNIOR HOSPITAL 
MEDICAL OFFICER ¢ pod SENIOR ‘HOUSE OFFICER required. 
The Hospital has modern treatment facilities, and is 

by the Conjoint Board for the purpose of their D.P.M. examina- 
tion. House available for married man and family. 

‘ — with names of 2 referees, to the “Medical Super- 
ntenden 
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DERBY. DERBYSHIRE HOSPITAL FOR SICK CHIL- 
DREN. (86 Beds. Recognised for Galins for the D.C.H.) 
SHEFFIELD REGIONAL HOSPITAL BOARD OLETIME RESI- 
DENT or NON-RESIDENT REGISTRAR (pediatrics) required 
7th April, duties also at other hospitals in the Group. The post 
includes experience in the care of new-born (126 cots) and prema- 
ture babies (18 cots). Appointment for 1 year in the first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 17th February, 1958, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 

DERBY. DERBYSHIRE ROYAL INFIRMARY. (416 Beds.) 

SENIOR HOUSE OFFICER (orthopedic). Vacant imme- 

ane Recognised for 6 months’ “‘ unspecified ’’ training for 
R.C.S. 

oO giving full 
Secreta 
DONCASTER. WESTERN HOSPITAL. (Recognised 
under the regulations for the D.Obst.R.C.0.G. and M.R.C.O.G. 
(obstetrical experience ) and approved for pre-registration service 
under the Medical Act, 1950.) Applications are invited for the 
post of OBSTETRICAL HOUSE OFFICER (Senior House 
Officer or pre-registration post). Vacant inning March. 

Applications should be forwarded to the Group Secretary, 
Doncaster Hospital Management Committee, at Doncaster 
Royal Infirmary by 18th February. ce 
DORCHESTER. DORSET COUNTY HOSPITAL. (109 
Beds.) HOUSE SU RGEON required for resident, pre-registra- 
tion post now vacant and tenable for 6 months. Recognised for 
F.R.C.S. examinations. 

Applications, stati age, qualifications, —— with copy 
testimonials, to Group Secretary, West Dorset Hospital Man 
ment C ‘ommittee, tte road, Dorchester, Dorset, immediately. 
DORCHESTER. DORSET COUNTY HOSPITAL. (109 
Beds.) HOUSE PHYSICIAN 


details and 2 names for reference, to 


(Male or Female) required for 
resident pre-registration post vacant mid-March and tenable for 
6 months. 

Applications, stating age, qualifications and nationality, to- 

ether with copy testimonials, to Group Secretary, West Dorset 
flospital Management Committee, Damers-road, Dorchester, 
Dorset, immediately. . 

EAST GRINSTEAD. QUEEN VICTORIA HOSPITAL. 
RESIDENT HOUSE OFFICER, Male or Female, required imme- 
diately for General Hospital. Appointment for 6 months in first 
instance ; recognised for pre-registration purposes, and for 
F.R.C.S. examination. 

Apply. stating age, and experience, with names of 3 referees, 
to Hospital Secretary. 

EDGWARE GENERAL HOSPITAL, Ed 
RESIDENT GYNACOLOGICAL HOUS 
above Hospital. 6 months’ appointment. 

February, 1958. Recognised for M.R.C.0.G. 

Applications, stating age, qualifications, 
enclosing — of up to 3 recent testimonials, 
Director of Hospital by 14th February, 1958. 
EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
RESIDENT OBSTETRIC HOUSE SU ‘RGEON for above Hos- 

ital. 6 months’ appointment. Post vacant 4th March, 1958. 

ecognised for M.R.C.O.G. and pre-registration purposes. 

Applications, stating age, qualifications, experience, and 

enclosing copies of up to 3 recent testimonials, to Medical 
Director of Hospital by 14th February, 1958. 
EDGWARE GENERAL HOSPITAL. (715 Beds.) North 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. REGISTRAR 
(whole-time), resident, required in Department of Anzsthesia at 
above Hospital, which may be visited by direct appointment 
with Medical Director. 

Application forms obtainable from and returnable to Group 
Secretary, Edgware General Hospital, Edgware, Middlesex, by 
18th February, 1958. 

ENFIELD, MIDOLESEX. CHASE FARM HOSPITAL. 
RESIDENT HOUSE SURGEON—\third post. Vacant 30th 


ware, Middlesex. 
SURGEON | for 
Post vacant 28th 
purposes. 
experience and 
to Medical 





March, 1958. Post provides experience and duties in general 
owenty +. y.) 6-month appointment. Post recog- 
nised for 


Applications, with the names and addresses of 2 referees, to the 
Group Secretary, Enfield Group Hospital Management Com- 
mittee, at Chase Farm Hospital. 
EPPING. ST. MARGARET'S HOSPITAL. Resident 
SENIOR HOUSE OFFICER (obstetrics), vacancy occurring Ist 
April. Post recognised for D.Obst.R.C.0.G. Busy general 
hospital with easy access to London. 

Applications, with 2 recent testimonials, to the Group Secre- 
tary, Eppi Group Hospital Management Committee, “‘ Oak 
Cottage," The Plain, Epping, Essex, by 21st February, 1958. 
EDINBURGH. THE ROYAL EDINBURGH HOSPITAL 
FOR MENTAL AND NERVOUS DISORDERS. Applications are invited 
for the copeneet of 2 SENIOR HOUSE OFFICERS, resident 
or non-resident, in this teaching hospital with good opportunities 
> in psychiatry. Appointment for 1 year from Ist April, 
1958 

Applications, — 
2 referees, to - sician-Su 
Hospital, Morningsi e-place, Edinburgh, 10, within 14 days, 
EDINBURGH. THE ROYAL a age ei ae HOSPITAL 
FOR MENTAL AND NERVOUS DISORDERS. Applications are invited 
for the appointment of SENIOR HOUSE OFFICER to work in 
the Professorial Unit of the Jordanburn Nerve Hospital, which 
is attached to the University Department of Psychological 
Medicine. This post also includes outpatient and inpatient work 
at the Royal Infirmary, Edinburgh. The appointment becomes 
vacant on Ist April, 1958. Accommodation may be available. 

Applications, giving details of experience and the names of 2 
referees, should be made within 2 weeks of the appearance of 
this advertisement to the Group Secretary and Treasurer, Royal 
Edinburgh Hospital for Mental and Nervous Disorders, 40, 
Colinton-road, Edinburgh, 10. 


qualifications, experience and names of 
rintendent, Royal Edinburgh 
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EDINBURGH CENTRAL HOSPITALS. Applications are 
invited from registered medical precmetere s for the appointment 
of ANASSTHETIST (Junior Hospital Medical Officer grade), 
commencing at or shortly after Ist March, 1958. Salary scale 
£852 10s.-£1182 10s. National Health Service conditions. Non- 
resident. Work mainly with children but includes some adult 
general surgery and Syamouoey. 

Applications, with full particulars of age, qualifications and 
experience and names of 2 referees, to be submitted immediately 
to Secretary, Edinburgh Central Hospitals, 1, Rillbank Terrace, 
Edinburgh 9. chet 
EXETER. CITY HOSPITAL, Heavitree-road. Applica- 
tions are invited for the post of HOU SE PHYSICIAN for a new 
Geriatric Department based at the above Hospital but serving 
a wider area. 

Applications, with oerEs of 3 recent testimonials or naming 3 
referees, to— ROOK, Group Secre 

Exeter and Mid-Devon Hospitals Management c ‘ommittee. 

26, Queen-street, Exeter. 
GLASGOW NORTHERN HOSPITALS BOARD OF 
MANAGEMENT. oer are invited for the post of SENIOR 
HOUSE OFFIC in Medical Peediatrics at Stobhill General 
Hospital, Glasgow. The appointment will be for 1 year in the 
first instance. 

Applications, stating age, 
appointment and naming 
wee 13, Woodside-place, Glasgow, 
GLASGOW, N.1. STOBHILL GENERAL HOSPITAL. 
Applications are invited for the post of JUNIOR HOSPITAL 
MEDICAL OFFICER in the Acute Geriatric Unit (70 Beds—for 
qpeeement and rehabilitation), supervised by a Consultant 

pI haar specialising in geriatrics. he appointment offers ex- 

ent clinical experience in the di osis and treatment of acute 
pos other illnesses in the elderly and will bt for 2 years in the first 
instance. 

Applications, stating age, qualifications and experience, with 
the nen of 2 referees, to be sent to the Medical Superintendent. 
HALIFA ROYAL HALIFAX INFIRMARY. Senior 
HOUSE OFFICER in Aneesthetics required. Post recognised 
for F.F.A.R.C.S. and D.A. Salary £819 10s. p.a. less £150 p.a. 
for board residence, &c. 

Applications to be forwarded to the Group Secretary, Royal 

Halifax Infirmary, Halifax. 
HASLEMERE AND DISTRICT HOSPITAL, Haslemere, 
SURREY. Locum Tenens SURGICAL REGISTRAR (general) 
soqured. Ist-16th March, 1958, inclusive. £19 5s. per week less 
£170 p.a. for residence. 

Applications to Hospital Secretary. 

HASTINGS GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Locum ORTHOPADIC REGISTRAR required for 
whole-time duties. ae Sp ea £19 5s. per week. Non-resident. 

Apply, giving details of qualifications and experience, to 
ome year 11, Holmesdale-gardens, Hastings, as soon as 
poss: 
HASTINGS. ROYAL EAST SUSSEX HOSPITAL (150 
Beds. ) fapbenions are invited for the post of CASUALTY 
AND ORTHOPAZDIC HOUSE SURGEON, 1 of 2 similar 
posts graded Senior House Officer. Post vacant 22nd February, 
— 


Apply. with 2 testimonials or the names of 2 referees, to the 
Hospital Administrator. _ rer 
HASTINGS. ROYAL EAST SUSSEX HOSPITAL. (150 
Beds. ) Applications are invited for the post of HOUSE 
SURGEON (surgery/E.N.T.—pre-registration), vacant on 20th 
February, 1958. his Hospital is the main surgical hospital 
in yee ag area and the post offers excellent experience. 

pply , with 2 testimonials or the names of referees, to 
— tal Administrator. 
HASTINGS. ST. HELEN’S “HOSPITAL. | ‘(493 Beds.) 
HOUSE SU RGEON required. Pre-registration post recognised 
for F.R.C.S. Modern theatre 

Applications to Hospital Administrator. 


HOUNSLOW HOSPITAL. (General acute—81 Beds. 
Applications are invited for the appointment of RESIDENT 
CASUALTY OFFICER (Senior House Officer grade), rec: 
for F.R.C.S. examination. Post vacant Ist March, 1958. Salary 
£819 10s. less £150 p.a. for residence, &c. 

Applications, stating age, qualifications, experience, with 
copies of 3 recent testimonials or names for reference, to_the 
Hospital Secretary, Hounslow Hospital, Staines-road, Hounslow, 
Middlesex. 

HOVE GENERAL “HOSPITAL. 
(recognised for F.R.C.S.) required on 17th April, 1958. 
of Resident Surgical Officer. Appointment for 1 year. 

Applications, stating age, qualifications and full details of 
experience, together with names and dresses of 2 referees, to 
the Administrative Officer, Hove General Hospital, Sackville- 
road, Hove, 3 
HOVE GENERAL HOSPITAL. Pre-registration House 
SURGEON (with ward and Si duties) required for a period 
of 6 months from 10th March This post is recognised for 
the F.R.C.S. and provides a wide experience in an active surgical 


unit. 
age, qualifications, and full details of 


Applications, stating age 
experience, together with the names and addresses of 2 referees, 


to the Toe agama’ Officer, Hove General Hospital, Sackville- 
» Hove, 3 








ualifications, experience and present 
referees, to be lodged with the 
C.3, by 14th February, 























“Senior House Officer 
Duties 








HOVE GENERAL HOSPITAL. Pre-registration House 
PHYSICIAN required on 18th March, 1958, for a period of 
6 months. Excellent clinical mapetiel available. Post is suitable 
for candidate working for a higher degree. 

Applications, stating age, qualifications, and - a < of 
experience, together with names and 
to the Administrative Officer, Hove General eapital, saackville’ 
road, Hove, 3. 
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HEMEL HEMPSTEAD. WEST HERTS HOSPITAL. 
NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. AN AES- 
THETIC REGISTRAR required at above Hospital. New ana 
Application forms obtainable from and returnable to re 
West Herts Group Hospital Management Committee, 9, Ric 
mansworth-road, Watford, Herts, by 18th February, 1958 
HITCHIN, HERTFORDSHIRE. LISTER HOSPITAL. 
RESIDENT SENIOR HOUSE OFFICER, for duty with 
Accident Service, and care of Traumatic and Orthopedic In- 
patients, required 17th March, 1958. Post recognised for F.R.C.S. 
Applications, stating age, nationality, qualifications and 
experience, together with copies of 3 recent testimonials, to the 
Medical Administrator, Lister Hospital. 
HUDDERSFIELD ROYAL INFIRMARY. (285 Beds.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from provisionall istered medical practitioners 
for the post of HOUSE PHYSICIAN, to commence duties on 
lst March, 1958. Salary in accordance with national scales. 
Applications, together with copies of 3 recent testimonials, to 
be addressed to the undersigned as soon as possible. 
H. J. JOHNSON, 
Secretary to the Management Committee. 
The Royal Infirmary, Huddersfield. 
HUDDERSFIELD ROYAL INFIRMARY. (285 Beds.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SU eo required to commence duty immediately. The 
post is ognised as a pre-registration appointment and for 
the F.R. cs Ss. i’ Galery in accordance with national scale. 
Applications, together with copies of 3 recent testimonials, 
to be aainesaed to the undersigned as soon as possible. 
H. J. JOHNSON, 
Secretary to the Management Committee. 
The Royal Infirmary, Huddersfield. 
HUNTINGDON COUNTY HOSPITAL. Applications are 
invited for the post of HOUSE OFFICER (surgical) now vacant. 
Post recognised for pre-registration purposes. 
Apply, with full particulars and names of 2 referees, to 
Secretary, County Hospital, Huntingdon. 
































—— A Pa nova HOSPITAL MANAGEMENT COWM-. 


Appi cations are invited for the post of SENIOR 
HOU 1S OFFICER in the E.N.T. Department of the Victoria 
Hospital for Sick Children and the Hull Royal Infirmary. The 
post, which is now vacant, is recognised for the F.R.C.S. and 
). 


L.O. 

Applications, with testimonials, should be sent to the Hospital 
Secretary, Victoria Hospital for Sick Children, Park-street, Hull. 
HULL. KINGSTON GENERAL HOSPITAL. (419 Beds.) 
HULL A GROUP HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited for the post of SENIOR HOUSE PHYSICIAN. 
There are 2 Junior House Physicians. Resident post. 

Applications, with full particulars, to the Hospital Secretary. 
be et eae KING GEORGE HOSPITAL. (General hos- 
211 Beds.) There is a vacancy for a SENIOR HOUSE 
OFFIC ER, Orthopedic Department at above Hospital. Salary 
will be at the rate of £819 10s. p.a., less emoluments. Recognised 
for the F.R.C.S. 

Applicants should have been registered not less than 1 year 
and should send applications, accompanied by copies of 3 
testimonials to the undersigned, within ? days of the appearance 
of this advertisement. 

H. F. Harris, Group Secretary, Ilford and 
Barking Group Hospital Management Committee. 

King George Hospital, Ilford. 

ILKLEY. MIDDLETON HOSPITAL. (430 Beds.) Resident 
SENIOR HOUSE OFFICER (s ical) required for Major 
Thoracic Surgical Unit at the above Hospital. 

Applications, stat age, nationality, qualifications and 
experience, to Hospital Secretary. 2A.-S 
IPSWICH AND EAST SUFFOLK HOSPITAL (Anglesea- 
ROAD WING). (356 Beds.) Applications are invited for 2 _— ~ 
HOUSE SURGEON to Consultant Gene 8 
posts are recognised for pre-registration and for the ¥. "R.C. s. 
examinations. 

Applications, with copies of recent testimonials, to Hospital 

retary. 

















IPSWICH AND EAST SUFFOLK HOSPITAL (Angiesea- 
ROAD WING). (356 Beds.) Applications are invited for the post 
of HOUSE SURGEON to the E.N.T. and Ophthalmic Depart- 
ments. The post is recognised for: pre-registration and for the 
D.L.O. examination. 

Applications, giving full particulars and copies of recent 
testimonials, to Hospital Secretary. 
IPSWICH AND EAST SUFFOLK HOSPITAL (Anglesea- 
ROAD WING). (356 Beds.) Applications are invited for the post 
of HOUSE SURGEON to the basgenrmny and Orthopedic Depart- 
ment. Approved pre-registration post. 

re lications, with copies of ‘recent testimonials, to the Hos- 
pita. retary. 


IPSWICH AND po hg the wee HOSPITAL (Anglesea- 
ROAD WING). (356 pagernions are invited for the post 
of SENIOR HOUSE 0 OFF I eneral Medicine, vacant 
early March. 2 offers excellent experience and , 
tunity for Suihien or higher qualifications (M.R.C.P.). 
are Sa 50 acute medical beds. 
cations, stating age, nationality and previous experience, 
testimonials, to Hospital Secretary 








A 
together with copies of recent 
by 24th February, 1958. 
ISLEWORTH. WEST MIDDLESEX HOSPITAL. NORT 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. REGIS THAR 
required for Male and Female 
Middlesex Hospital with a -time duties at poling Chest Chinie. 
Full-time, non-resident. Experience in general medicine advisable 
and in tuberculosis essential. Hospital and Clinic may be 
visited by direct appointment. 
PE ge a obtainable from and returnable to Group 
ng Tne h West Middlesex Hospital Management Com- 
pores Jest Middlesex Hospital, ldewerth, by 18th February. 








ISLEWORTH. WEST MIDDLESEX HOSPITAL. South 
WEST MIDDLESEX HOSPITAL MANAGEMENT COMMITTEE. Locum 
Tenens SENIOR es (obstetrics and F7necology ) 
required from Ist March, 1958, for an indefinite period. 

Applications, stat age, qualifications, previous medical 
experience and enclos copies of up to 2 testimonials, to 
Medical Director, West Middlesex Hospital, Isleworth, Middlesex. 
ISLEWORTH. WEST MIDDLESEX HOSPITAL. North 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. REGISTRAR, 
Peediatric Department. Whole-time. Previous peediatric experi- 
ence essential. Duties include work in children’s unit (90 Beds), 
neonatal unit and peediatric outpatient clinics. ae may 
visit hospital by appointment h Medical Direc 

Application forms obtainable from and returnable . veep AY 
South West Middlesex Hospital Management Committee, 
Middlesex Hospital, Isleworth, by 17th February. 
KETTERING AND DISTRICT GENERAL HOSPITAL, 
NORTHAMPTO) SHIRE. Applications are invited for the it of 
HOUSE SURGEON (pre- stration), vacant ist February, 
1958. Post recognised for F.R.C.S. 

Applications, stati age, experience, and qualifications, 
together with copies of 3 recent testimonials, to be sent to the 
Group Secretary at the above address. 

KETTERING AND DISTRICT orgy HOSPITAL. 
Sms Sc wi A OFFICER (Senior House Recognised 
for F.R.C.S. The post, vacant now, a aes experience 
of all traumatic conditions mons ures and some 
orthopedic cases with charge of 3 

Applications, accompanied = A. So to be sent to the 
Group Secretary, General Hospital, Kettering. 

KETTERING GENERAL HOSPITAL, Kettering. 
Applications are invited from registered medical practitioners 
for the appointment of “ste HOUSE OFFICER in 
Pediatrics, vacant Ist March,.1958. Post recognised for D.C.H. 

Applications, ther with copies of 3 recent testimonials, 
should be sent to the Group Secretary, as soon as possible. 
KIRKCALDY. FORTH PARK MATERNITY HOSPITAL. 
(54 Beds.) SENIOR HOUSE OFFICER soe’ for duties to 
commence on Ist April, 1958. The Hospital is recognised by the 
Royal College of Obstetricians and G Gyaaodon motes as a training 
—, Salary yh accordance with national scal 

pply, giving names of 2 — to the Medical Superinten- 
FR Bact Fite Fife Hospitals Board of Management, 2434, High- 


street, Kirkcaldy, 
KIRKCALDY. FORTH PARK MATERNITY HOSPITAL. 
(54 Beds.) RESIDENT HOUSE OFFICER required for duties 
commencing Ist April, 1958. The post is recognised for pre- 
Tey ee | C— as qualifying service for the D.Obst.R.C.0.G. 
pply, giving the names of 2 referees, to the Medical Su 
inten ent, East Fife Hospitals Board of Management, 243 
High-street, Kirkcaldy 
LANCASTER. SEAUMONT HOSPITAL, Siyne-road. 
SENIOR HOUSE OFFICER (infectious diseases). Hospital 
recognised for D.C.H. and contains ee a dermatological, 
E.N.T., infectious diseases and 1 ts. 
The duties are such as to suit a . candidate reading for higher 
examinations. 

Applications, together with names of 2 referees, to Group 
Secretary, Royal Lancaster Infirmary, Lancaster. 
LANCASTER. ROYAL LANCASTER INFIRMARY. (240 
Beds.) SENIOR HOUSE OFFICER (casualty). The bE; 
applicant will work with the specialist orthopedic unit. The post 
is rec ised for F.R.C.S. 

Applications, with names of 2 referees, to be addressed to the 
Group Secretary, Royal Lancaster Infirmary, Lancaster. 
Cawee near). CHAILEY RITA (Craft School and 

i! NORTH CHAILEY, near LEWES, “po Mn, te eee 
eoldren’s ’s orthopedic hospital). MID-SUSSEX Hi 
MENT COMMITTEE. JUNIOR HOSPITAL MEDICAL “OFFICER. 
Resident post now vacant, tenable 3 years initially. Work covers 
long-term orthopeedics and atric conditions. Previous 
experience as either Ortho 8 
House Physician n . Interested candidates invited to visit. 

Apply, with names of 2 referees, to Medical 
LINCOLN COUNTY HOSPITAL, Sewell-road, Lincoin. 
(200 . Beds. ) e lications are invited for the e appointin — = 
QeSIDENT HO’ SE SURGEON (Male or Fe 
approved pre-registration post which becomes oes in yee 

1958. The duties are with a general surgeon 7s pet 
wilt bs be pop + Seer, by appointment for a her 
6 months as House Physician 

Applications, with copy testimonials, should be sent to the 
Group Secretary, Lincoln County Hospital, as soon as possible. 

crven POOL. THE ae og Leh nother se Ath ne 

LIVERPOOL CHILDREN 
invited for the post of JUNIOR CASUALTY onion i (mouse 
Officer grade ) od aaah months a co. , 1958. The post is 
open to tered and pre-registration applicants. 
> Agere as possible on form obtainable from the Secre- 
PE on 5 United Pliverpeet Hospitals, 80, Rodney-street, 
Liverpool, 1. 
LEEDS. THE UNITED LEEDS HOSPITALS. THE 
GENERAL INFIRMARY AT LEEDS. CS ge are invited “4 the 
ost of REGISTRAR in Surgi Pathology to work in the 
Ent nfirmary pathological service under the immediate direction 
of the Professor of aye As He will assist on a full-time basis 
in the — ical bi per diagnostic service oy biopsies 
annually) and Sauget ble for the Ts oO try 
of Cases (follow-up). ——— y will be rded bee ommee ward 
and clinic attendance and for nen = ‘the field of surgical 
athol . The post, which is non-resident, will be for 1 year 
n the first instance but _— renewable. 
Applications, stating age, qualifications, experience and 
rofessional objectives and with the names of 3 referees, should 
sent to the Sub-Dean, School of Medicine, Leeds, 2, from whom 



































further particulars may be obtained in writ iting. Closing date 
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LEEDS REGIONAL HOSPITAL BOARD. Registrar MANCHESTER. | BOOTH HALL CHILDREN’S HOSPI- 

Yacemeiee. TAL, B CHESTER, 9. (380 Beds.) JUNIOR HOSPITAL 
MEDICAL OFFICER (resident) required for Plastic 


Hull ‘ Group (326 geriatric beds in the charge of a Consultant 
Nonresident. Duties include 3 sessions in general medicine. 
a resident 


a ie re eGemery and Associated Hospitals (50 E.N.T. 
beds). — resident 
Psych 

5 Hospital, Beverley (600 Beds). Accommodation 
may be available. If desired facilities for attendance at the Leeds 
University will be provided if the successful candidate is studying 
for the D.P.M. 

Applications, stating age, qualifications and details of present 
and previous appointments, with dates, together with names and 
addresses of 3 referees, to the Secretary, the Joint Registrars 
Committee, Park-parade, Harrogate, by 13th February, 1958. 
LEEDS REGIONAL HOSPITAL BOARD. Registrar 

vacancies. 
General Orthopedic Surgery 

Halifax Group. 1 of 3 similar posts. Duties divided between 
general and orthopedic surgery (180 general surgical and 81 
orthopedic surgery beds). May include some duties in the 
Casualty Department. Preferably resident. 

General Surgery 

Hull A Group. Mainly at Western and Kingston General Hos- 

pitals (150 general surgical beds). Resident or non-resident. 
tecognised for F.R.C.S. May include additional duties in the 
Casualty Department. 

Applications, stating age, qualifications and details of present 
and previous appointments with dates, together with the names 
and addresses of 3 referees to the Secretary, the Joint Registrars 
Committee, Park-parade, Harrogate, by 12th February, 1958. 
LEEDS REGIONAL HOSPITAL BOARD. Registrar 
vacancies. 

Anesthetics 
Leeds A and B Groups. 





Recognised for F.F.A. R.C.S. and 


D.A. Resident. 
Thoracic Surgery 

Regional Thoracic Centre, Pinderfields General Hospital, 
Wakefield (56 Beds). Recognised for F.R.C.S. Accommodation 


for a single person. 
Psychiatry 

(i) Ouiton Hall Hospital, 
Mental Deficiency Colonies. (Approximately 400 Beds.) 
resident. 

(ii) Storthes Hall Hospital, Huddersfield (2750 Beds). 

If desired, facilities for attendance at the Leeds University 
will Be, provided, if the successful candidates are studying for 
the D. 
Rheumatism Research 

The Leeds Regional Hospital Board in association with The 
University of Leeds invites applications for the post of RE- 
SEARCH REGISTRAR in Rheumatism to assist the Professor 
of Clinical Medicine with research projects at the Royal Bath 
Hospital, Harrogate, which is the centre ae the Regional 
Rheumatism Scheme, or elsewhere in the R 

Applications, stating age, sex, enaltiectinen. ‘and details of 
present and previous appointments with dates, together with the 
names and addresses of 3 referees, to the Secretary, Joint 


and Affiliated 


near Wakefield, 
Non- 





Registrars Committee, Park-parade, Harrogate, by 19th 
February, 1958. __ So asad 
LOUTH, LINCOLNSHIRE. COUNTY HOSPITAL. (215 


Beds.) GRIMSBY HOSPITAL MANAGEMENT COMMITTEE. SS Car 544 
tions are invited for the post of SENIOR HOUSE OF 
(surgical), vacant Ist March, 1958, at this General Hosp: ‘tale 
Applications, giving full details, together with the names of 2 
referees, should addressed to the Hospital Secretary. 





LOUTH, LINCOLNSHIRE. COUNTY i gy (215 
Beds.) GRIMSBY HOSPITAL MANAGEMENT COMMITTEE. ica- 
tions are invited for the pre-registration post of Hk USE 
OFFICER (surgical) which falls vacant Ist March next. 


ving full details, together with the names of 
be addressed to the Hospital Secretary. 
AND DUNSTABLE HOSPITAL, Luton, 
BEDFORDSHIRE. NORTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Whole-time MEDICAL REGISTRAR (resident) required 
at the above Hospital. Post vacant Ist April, 1958. The 
Hospital may be visited by direct appointment. 
Application forms obtainable from Secretary, Luton and 
Hitchin Group Hospital Management Committee, St. Mary’s 
ee, Luton, Beds, and should be returned! by 21st February. 


Applications, 
2 referees, should | 
LUTON 











LUTON AND DUNSTABLE HOSPITAL, Luton, Bedford- 
SHIRE. HOUSE ee. post now vacant. Tenable for 6 
months. Recognised as pre- registration post and for F.R.C.S. 

Applications ‘sta "stating age, nationality, qualifications and ex- 

perience, her wit os of two recent testimonials, to the 
Secretary 0 the Hospital. 
MACCLESFIELD HOSPITAL—West Park Branch. (204 
Beds.) Applications invited RESIDENT (pre-registration t 
—general medicine). Department has 62 acute beds. Excellent 
opportunities for gaining valuable experience. 

Apply immediately, with full particulars and names of 2 refer- 
ees, to Group Secretary, Macclesfield and District Hospital 
Management Committee, Willerby House, Cumberland-street, 
Macclesfield. 
MANCHESTER, 20. CHRISTIE HOSPITAL AND HOLT 
RADIUM INSTITUTE. SOUTH MANCHESTER HOSPITAL tt 
COMMITTEE. Applications are invited from registered medical 
practitioners for the post of RESIDENT SENIOR. HOUSE 

FFICER Godiotheraey at the above Hospital. Suitable 
fa Apel = > eligible for the D.M.R.T. course commencing 
n Ap 

we with full details and the names of 2 referees, to 
the Group Secretary, Withington Hospital, Manchester, 20, 
immediately. 
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Unit and 
Regional Burns Unit (45 Beds for severe burns and scalds). 
Post vacant Ist April. es deducted for full emoluments. 

and addresses of 2 


Dy ay my giving n referees, to be 
Secretary, from whom further particulars may be 





sent to Group 
obtained. 

MANGHEL STER. 9 ETA HALL CHILDREN’S HOS- 
PITAL, BLA ANCHESTER, 9. Locum RESIDENT SUR- 
GICAL OFFICER. (Registrar) required for 3 months from 


24th February 
Applications to, and further particulars from, Group Secretary. 


BENCHES TSE NORTHERN HOSPITAL 

ons are invited for the resident post of SENIOR AR OUSE 
Orric ER in Gynecology. Recognised for M.R.C.0.G. Vacant 
14th March, 1958. 

Applications, with names of 2 referees, by 17th February, 1958, 
to Group Secretary, North Manchester Hospital Management 
Committee, Crumpsall Hospital, Manchester, 
MANCHESTER REGIONAL HOSPITAL BOARD. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from nears medical practitioners for the post of 
REGISTRAR in Radiotherapy at the Christie Hospital and 
Holt Radium Institute, Manchester. ox rie must ay 
either the Diploma in Radiotherapy or an F.R.C.S. or M.R.C.P. 

Applications, with dull details, to be forwarded Fd the Group 
Manchester, immediately. 

















Secretary, Withington Hospital, f 
MANCHESTER REGIONAL HOSPITAL BOARD. Resi- 
DENT SURGICAL REGISTRAR required mid-March, 1958, 


for the Royal Infirmary, Blackburn, a busy acute hospital of 262 
Beds. Post recognised for F.R.C.S. 

Application forms obtainable from Group Secretary, Bespttal 
Management Committee Office, Royal Infirmary, Blackburn. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. 2 SENIOR 
REGISTRARS (medical) to commence as soon as possible. 
Whole-time, non-resident posts, tenable for 12 months, renewable. 
Higher qualifications essential. Arrangements may eventually 
be made for the successful candidates to transfer to one of the 
Manchester Regional Hospitals to continue training 

Application form obtainable from the undersigned, to be 
returned not later than 22nd Februai 

. J. CABLE, Secretary to t e Bord of Governors. 
MANCHESTER (near). ROYAL MANCHESTER 
CHILDREN’S HOSPITAL, PENDLEBURY, near MANCHESTER. MAN- 
CHESTER REGIONAL HOSPITAL BOARD. SALFORD HOSPITAL MAN- 

AGEMENT COMMITTEE Avgeeetiee are invited for the post of 
RESIDENT MEDICAL OFFICER (Registrar grade), falling 
vacant in March, 1958. Previous experience in peediatrics essen- 
tial and higher qualifications desirable. The successful a Le 


will be required to undertake duties in the University Pro’ ri 


Peediatric Unit. 
Applications to Group Secretary, Salford Royal Hospital, 
Salford, 3, to be received not later than 15th February, 1958. 
MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(141 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
———— are invited for the = istration post of HOUSE 
ON. 6 months’ appointmen ost vacant mid-January, 
1958. Salary at the rate of ag 108. R577 ie. A deduction at 
the rate of £125 a year is made for board and lodging, and other 
services provided. 
Applications should be forwarded, as soon as possible, to the 
Administrative Officer at the Hospital. 
MIDDLESBROUGH GENERAL HOSPITAL. Ayresome 
Green- ——" TEES-SIDE HOSPITAL MANAGE- 
MENT C pplications are invited for the appointment 
of SENIOR HO HOUSE OFFICER ( (orthopedics). The post, which 
be vacant about 12th February, rec for the 
F.R.C.S. examination and will include some duties in the 
Casualty Degen, which is under the supervision of a full- 




















= Senior Casualty Officer. 
epmeetions. stating , qualifications and experience, 
el er with the names of 2 referees, should be sent, as soon 


as possible, to the Hospital Secretary. 
MIDDLESBROUGH. er pant di ne tt aga = 
Beds.) TEES-SIDE HOSPITAL MANAGEMENT Appl - 
tions are invited for the post of SENIOR HOUSE | SUR ON. 
This post offers experience in connection with acute surgery, 
wecology and plastic surgery 
Applications, stating ; qualifications and names for refer- 
ence, to be forwarded to the Hospital Secretary. 
NEWBURY DISTRICT HOSPITAL, Newbury, Berkshire. 
(90 Beds.) READING AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited from _registe’ ical 
prec oners for the appointment of RESIDENT SENIOR 
OUSE OFFICER (general s ry); married quarters available. 
Write, stating , qualificatio: bas with anten, nationality and 
pesoees ost, tomet ér with the names of 3 re’ ferees, to Group 
ng and District Hospital Management Com- 
Becreta , Craven-road, 
NOTTINGHAM GENERAL HOSPITAL. ae, ya 
are invited + the post of SENIOR HOUSE OF A 
aity), duties to commence about 14th February. Eetablist gent 
pa. for F.R.C.S. Post offers wide experience of 


a nay age, nationality, qualifications and 
ines, together with copies of testimonials, to be sent to 
the § Secretary, General Hospital, Nottingham. 
NOTTINGHAM CITY HOSPITAL. (811 Beds.) Applica- 
tions are invited for the post of ty “yee omen OFFICER 


mee The a) one d t will be for 1 year. 
, . H qualifications and 
testimonials, 




















lications, stating na tionality, 
oui lence, together with nnn of not more than 3 
to be sent immediately to the Hospital Secretary, City Hospital, 
pe -road, Nottingham, from whom particulars may be 
obtained. 
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NOTTINGHAM CITY HOSPITAL. (811 Beds.) Applica- 
tions are invited for the post of HOUSE SURGEON, vacant 
15th February, 1958. Recognised for pre-registration purposes. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of not more than 3 testimonials, 
to be sent to the Hospital Secretary, City Hospital, Hucknall- 
road, Nottingham. 
Lip piace pel ~HEATHFIELD HOSPITAL, Hucknali- 

oad YTTINGHAM. (Infectious diseases.) Resident Locum 
MEDIC AL OFFICER (Male or Female) required immediately 
for holiday period of 3—4 weeks. Junior Hospital Medical Officer 
rate of £19 5s. per week, less residential emoluments. Previous 
fever experience not essential. 

Applications, with copies of 2 recent testimonials, as soon as 
possible to Physician-Superintendent. 

NOTTINGHAM. HIGHBURY HOSPITAL, Bulwelil, 
ie at gy ay Locum SENIOR HOUSE OFFICER (resident) 

quired for a and medical duties for period 17th 
pe 17th April, 19 

Apply, stating ee ciioas and experience, to the Hospital 
Secretary. 44 
NEWCASTLE REGIONAL HOSPITAL BOARD. Registrar 
ANASTHETIST, whole-time, Hexham Group of hospitals— 
Hexham General (304 Beds); Dilston Hall Maternity (50 Beds). 
Post recognised for F.F.A. R.C.S. Married or single accommoda- 
tion available. 

Applications, with names and addresses of 3 referees, to Senior 
Administrative Medical Officer, Regional Hospital Board, Ben- 
oo road, Newcastle-upon-Tyne, 6, within 14 days. 

WCASTLE REGIONAL HOSPITAL BOARD. Locum 
REGISTR AR ANASSTHETIST, whole-time, for Darlington 
Group of hospitals for a period of approximately 3 months. 

Applications, with names and resses of 3 referees, to Senior 

Administrative Medical Officer, Regional Hospital Board, Ben- 
field-road, Newcastle-upon-Tyne, 6, immediately. 
ROnWICT. ST. ANDREW'S HOSPITAL MANAGE- 
MENT COMMITTEE. plications are invited for the appointment 
of JU NIOR HOSPI AL MEDICAL OFFICER (Male) for duty 
at the Mental Hospital of 240 Beds at Great Yarmouth which is- 
to be attached to the St. Andrew’s Group as from Ist April, 1958. 
Accommodation available for a single or married man. National 
Health Service salaries and conditions apply. Previous experience 
in Penge desirable but not essential. 

‘urther particulars may be obtained from the Medical Super- 
intendent, St. Andrew’s Hospital, Thorpe, Norwich, to whom 
applications, giving details of age, qualifications, experience, and 
the names of 2 referees, should be addressed as soon as possible. 




















NORWICH. NORFOLK AND NORWICH HOSPITAL. 
HOUSE SURGEON (Male or Female) ee os This is a pre- 
registration post and recognised for final S. examination 
requirements. Duties entirely general surgical. Membership 
of a Medical Defence Society is a condition of appointment. 

Applications, giving full details with names of 2 referees, to 
Group Secretary, Hospital Management Committee, St. Stephen’s- 
road, Norwich, immediately. _ Serre WEEE aS PSST DE 
perenne n LITTLERORE (MENTAL) HOSPITAL 

HHURST CLINIC. Ap —— are invited for the post of 
SENIOR HOUSE. OFFIC vious experience as House 
Surgeon or Physician an Previous psychiatric experience 
unnecessary. The Physician appointed will work primarily in the 
insulin therapy clinic and with a Senior Consultant at outs atient 
clinics. There are ample facilities for postgraduate study in a 
teaching general hospital. Salary £819 10s. p.a 
ostbely Physician-Superintendent, Littlemore Hospital, near 

xtor 
OXFORD REGIONAL HOSPITAL BOARD. Registrar 
in General Surgery at the Northam mptce General Hospital. The 
appointment will be for 1 year an ble for extension to a 
— year. Accommodation for a pm - person is available. 

may em on forms 6btainable from the Secretary, Regis- 

trar Committee, 43, Banbury-road, Oxford, should reach him 
by 18th February. Pits rag 
OXFORD REGIONAL HOSPITAL BOARD. § Whole- 
time REGISTRAR in General Surge to the Swindon Group 
of hospitals which have 69 surgieal be beds and deal with all ty 
of general surgery. Post is recognised for the F.R.C.S 
appointment is for 1 year, eligible for extension for a second ee 

arried accommodation available. 

Applications on forms obtainable from Secretary, Registrar 
Committee, 43, Banbury-road, Oxford, should reach him by 
18th February. 
OXFORD REGIONAL HOSPITAL Bee Registrar 
in Thoracic Surgery at Peppard Chest Hospital, near Reading, 
for an initial period of 1 year (236 Beds, including 60 for surgical 
cases). The special surgical unit contains 34 Beds. Married or 
single accommodation available. 

Application forms, obtainable from the Secretary, istrar 
Committee, 43, Banbury-road, Oxford, should reach him by 
2ist February, 1958. 
OXFORD. UNITED OXFORD HOSPITALS. Applications 
invited for the post of HOUSE OFFICER in the Oxford Eye 
noe with effect from ist April, 1958. 

mt eapene 5 op stating age, qualifications and e rience, 
together with names of 2 referees, to the Administrator, cliffe 
Infirmary, Oxford, by 15th February, 1958. 
PETERBOROUGH. THE MEMORIAL HOSPITAL. 
PETERBOROUGH AND STAMFORD HOSPITAL MANAGEMENT COM- 
MITTEE. — SURGEON (general surgery). Vacant 
lst March, 19 

pen a Fam “with testimonials, should be addressed to the 

Secretary, Memorial Hospital, Peterboro h. 
PAISLEY. ROYAL ALEXANDRA INFIRMARY AND 
ANNEXE. BOARD OF MANAGEMENT FOR PAISLEY AND DISTRICT 
HOSPITALS. JNIOR HOSPITAL MEDICAL OFFICER 
required immediately for general duties 

Applications to Group Medical Superintendent — previous 
experience, at Royal Alexandra Infirmary, Paisle 




















PAISLEY. ROYAL ALEXANDRA INFIRMARY. House 
SURGEONS required for General Surgical Unit, term com- 
mencing Ist February, 1958. 

Applications to Group Medical Superintendent. 

PAISLEY. ROYAL ALEXANDRA INFIRMARY. House 
SURGEON required for Orthopedic Unit, term commencing 
Ist February. 1958. 

Applications to Group Medical Superint 
PLYMOUTH. SOUTH DEVON AND EAST CORN- 
WALL HOSPITAL, FREEDOM FIELDS. Central Casualty Department. 
RESIDENT SENIOR HOUSE OFFICER in Casualty vacan ra 
1 immediately, and Ist April, 1958. d for the F.R.C.S 

Applications, stating names of 3 referees, to be sent to the 
Group Secretary. 

PLYMOUTH. THE SCOTT ISOLATION HOSPITAL. 
PLYMOUTH SPECIAL HOSPITAL MANAGEMENT COMMITTEE. Appl: pli - 
cations are invited for the appointment of SENIOR HO 
OFFICER from tered medical practitioners who co 
ene ped been q fied for 1 year, and have had previous 
ospital — my The eerm should pecieeey be able to 
drive a car. he duties, departments, will be chiefly in 
connection with infectious and venereal diseases, the former 
nenene a substantial proportion of cases in children. The 
varied clinical work, inclu acute medical cases, provides 
valuable experience particular y to those reading for a higher 
medical degree, or contemplating general practice. The - point- 
ment will be for 1 year, vacant immediately. The non- 
resident, but the successful candidate will be req | to live 
near the hospital and be on the telephone. 

Applications, together with copies of 2 recent testimonials, 
should be sent to the Group Secretary, Plymouth Species Hospital 
Management Committee, 8, Nelson-gardens, Stoke, Plymouth, 
a aoe oe possib le. 
PLYMOUTH THE SCOTT ISOLATION HOSPITAL. 
HOUSE PHYSICIAN (resident, Male), post vacant 7th Febru- 
ary, 1958. Recognised pre-registration post which offers excellent 
experience. 

Applications should be sent to the Group Secretary, Plymouth 
Special Hospital Management Committee, 8, Nelson-gardens, 
Stoke, Plymouth, Devon. 

PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. 
(1) Saint Mary’s Hospital 
HOUSE SURGEON (pre-registration). Vacant now and 
llth Bey 6h 1958. 
(2) R | Portsmouth Hospital 
HOUSE Mt RGEON (pre-registration). Vacant 14th March, 


(3) Queen Alexandra Hospital 
HOUS SURGEON _ (pre-registration). Vacant 12th 
ae. 1958. 
pplications, stating 
on er with the nomee 


= as possible to E. URST. 
t. Mary’s Hospital utow road, Portsmouth. 
ROMESKE, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds. ) RESIDENT HOUSE SURGEON required immediately. 
Open to either pre-registration applicants or to fully registered 
es 
Apply. immediately to Group Secretary, Romford Group Hos- 
pita Committee, Oldchurch Hospi 
ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds. ) RESIDENT HOUSE SURGEON oars from 16th 
March, 1958, in the Obstetric and Gynecol 
of 96 obstetric beds and 52 gynecological Post is approve 
and 3 oo purposes and recognised for D.Obst.R.C.0.G 
an D 
aoret Mon should be sent to reach Group Secre , Romford 
Management Committee at the Hospi by 14th 
ion. 


Lae aie po ESSEX. OLDCHURCH HOSPITAL. (722 
Beds. ) ESIDENT HOUSE PHYSICIANS (2) required from 
23rd Seacaare and Ist March, 1958, respectively. Open to either 
ay * registration applicants or to fuil registered practitioners. 
Apply immediately to Group tary, Romford Group 
Hospital Management Committee, Oldchurch Hospital. 
READING AREA DEPARTMENT OF MEDICINE. 
READING AND DISTRICT HOSPITAL MANAGEMENT oe 
Applications are invited from segmeeres and provisionall Nt 
tered medical practitioners for posts as RESIDEN 
HOUSE PHYSICIAN, vacant Ist March, 1958, for a period of 
6 months. Successful —_ ll required to carry out 
duties at the following Reading hospitals : Royal Berkshire 
Hospital (397 Beds), Battle (374 Beds), and Prospect Park (104 


). 
Write immediately, gen f age, qualifications with dates, 
nationality, present post, with copies of 2 recent testimoni: als, 
to Secretary, Royal rkshire Hospital, Reading. 
READING COMBINED HOSPITALS. Area Department 
OF OBSTETRICS AND GYNZCOLOGY. (100 Beds.) Applications are 
invited from registered medical practitioners for Pthe resident 
post of HOUSE SU po to the above Department. The 
appointment, which is vacant on 19th February, 1958, is for 
1 year, with 6 months’ gynecology at the Royal Berkshire 
Hospital, and 6 months in the ognised for th unit at Battle Hospital. 
Both appointments are recognised for the patna of the Royal 
College of Obstetricians and G 

Write, stating age and qu Cas with dates, nationality 
and present appointment, with copy of 1 recent testimonial, to 
Secretary,» Royal Berkshire Hospital, Reading. 
READING. ROYAL BERKSHIRE HOSPITAL. (397 Beds.) 
READING AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited from tered and provisionall 

istered medical practitioners for the resident of HOUS 

SURGEON, vacant Ist March, 1958, and tenable for 6 months. 

Write, stating age, qualifications with dates, nationality, 
present post, with copies of 2 recent testimonials, to Secretary. 





a + 

















age experience and qeateations, 
of 3 referees, should be forwarded as 
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READING. ROYAL BERKSHIRE HOSPITAL. (397 Beds.) 
READING AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited from —- and bons 
registered medical practitioners for the resident post of HO 
PHYSICIAN in the Pediatric Department, vacant Ist March, 
1958, and tenable for 6 months. 

Write, stating age, qualifications with dates, nationality, present 
post, with copies of 2 recent testimonials, to Secretary. 
READING. BATTLE HOSPITAL. (381 Beds.) Reading 
AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from Dg aye Thy practitioners for the post of 
RESIDENT JUNIOR HOU ‘SE S SURGEON in the Accident and 

F.R.C.S. recognised. Also casualty 
duties. 
qualifications with dates, 


Apply, stating age, nationality, 

present post, with copy of recent testimonial, to Secretary. 
ST. BARTHOLOMEW’S Hi HOSs- 
PITAL. (Recognised for the F.R.C.S.) MEDWAY AND GRAVESEND 
HOSPITAL MANAGEMENT COMMITTEE. RESIDENT SURGICAL 
OFFICER (general surgery ) —— for post vacant Ist March, 
1958. The appointment, graded as Senior House Officer, will be 
for 6 months in first instance, renewable for a maximum period of 
2 years. Salary £819 10s. less 2150 p.a. for residential emoluments. 

Applications, giving full particulars and names of 3 referees, 
to the Hospital Secretary. 
ROCHESTER, KENT. ST. BARTHOLOMEW’S HOSPI- 
TAL, MEDWAY AND GRAVESEND HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for the post of CASU ALTY 
OFFICER (Senior House Officer grade) (1 of 2 in the depart- 
ment) which offers excellent experience with fractures and 
emergency surgery and presents facilities for study. Recognised 
for F.R.C.S. Post vacant now and tenable for 6 months or 1 year. 
Salary 2819 10s. p.a. 

Applications, stating age, nationality, qualifications and experi- 
ence, with recent testimonials, to Hospital Secretary. 
ROCHFORD, ESSEX. GENERAL HOSPITAL. (620 Beds.) 
SENIOR HOU SE OFFICER (obstetrics and gynecology) 
required. Vacant Ist March, 1958. Post resident, recognised for 
M.R.C.O.G. The Hospital has a maternity unit of 75 Beds, 
8 premature-baby cots and gynecological ward of 25 Beds. Pre- 
vious experience in obstetrics and gynzcology essential. Duties 
include attendance at antenatal and gynecological clinics in the 
area. 

Applications, the Secretary by 15th 
February, 1958. 
SALFORD. LADYWELL HOSPITAL. (Chest Unit—110 
Beds.) SALFORD HOSPITAL MANAGEMENT COMMITTEE. Spplice- 
tions are invited for the resident post of JUNIOR HOSPITAL 
MEDICAL OFFICER at the above Hospital. The post is tenable 
for a maximum period of 4 years. Previous experience in the 
treatment of pulmonary tuberculosis is desirable. There is a 
visiting Thoracic Surgeon and the surgery is undertaken at 
Baguley Hospital, Manchester, which is nearby. Salary in 
accordance with scale. 


Orthopeedic Department. 


ROCHESTER, KENT. 








stating age, &c., to 


Applications, stating age, qualifications and experience, 
together with the names of referees, should be submitted 
immediately to the Hospital Secretary, Ladywell Hospital, 
Salford, 5, Lancs. 


SCOTLAND. EASTERN REGIONAL HOSPITAL BOARD. 
Tuberculosis—Perth area. Ap om are invited for the post 
of Locum REGISTRAR in reulosis in the Perth Area. 
Salary and conditions of edieat in accordance with national 
agreement. 

Further particulars and forms of application from the Secretary 
to the Board, 430, Blackness-road, Dundee. with whom applica- 
tions must be lodged not later than 22nd February, 1958. 


SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD. Anzsthetics, Perth area. Applications are invited for 
the post of REGISTRAR in Anesthetics in the Perth area based 
on Perth Royal Infirmary (272 Beds) and Bridge of Earn 
Hospital (806 Beds). Living-in accommodation available if 
single. Salary and conditions of service in accordance with 
national agreement. 

Further particulars and forms of application from the Sec- 
retary to the Board, Braeknowe, 430, Blackness-road, Dundee, 
with whom qpeteations must be lodged not later than 22nd 
February, 1958 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appointments, 
which will be for 1 year in the first instance. 

REGISTRAR in Biochemistry based at Stobhill General 
Hospital, ny 

REGISTRAR in Ophthalmology based at the Glasgow Oph- 
thalmic Institution. 

REGISTRAR in Pediatrics based at Seafield Children’s 
ie ital, Bah and with duties at the Ayrshire Maternity Hospital. 

cSGISTRAR in Pathology based at Dumfries and Galloway 
Royal tn tomers. a. 

n Plastic Surgery at the Royal and Western 
me. ¢ for duties with the Regional Consultant in 
Plastic Surgery. 

REGISTRAR in Psychiatry for duties at Bellsdyke Mental 
Hospital, Larbert, and at H.M. Institution, Polmont. 

Applications (12 copies), stating date of birth, qualifications, 
experience, present — and the names of 3 referees, to 
reach the Secretary, Western Regional Hospital Board, 64, West 
Regent-street, G lasgow, C -2, by 22nd February, 1958. 


SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
ROYAL HOSPITAL. Applic ations invited for the post of RESIDENT 
SENIOR HOUSE *FICER in Clinical Pathology. Pathological 
experience not essential, but candidates must have previous 
clinical experience. The successful candidate will work in turn 
in the different branches of clinical pathology in the Laboratories 
of the United Sheffield Hospitals. 
Applications, with the names of 3 referees or copy testimonials, 
should be sent to the Superintendent, Royal Boepital, West- 
street, Sheffield, 1, immediately. 
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SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
Applications invited for the post of REGISTRAR in Clinical 
Pathol . Post vacant Ist May. The successful candidate may 
be required to work in any of the laboratories of the United 
Sheffield Hospitals. 

Applications, with the names of 3 referees, should be sent not 
later than 22nd February to the Chief Administrative Officer, 
United Sheffield Hospitals, West-street, Sheffield, | 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
THE ROYAL HOSPITAL. HOUSE OFFICER ‘Soe for gene’ 
surgical firm for the period Ist April to 15th 7 
appointment may be extended for a further 6 
registration candidates will be considered. 
eee to Superintendent, Royal Hospital, West-street, 





months. Pre- 


She 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
BOARD 7s ae and ee REGIONAL HOSPITAL 
BOARD. Roweres rocal ee oe heme for Senior trars. 
Whole-time § NIOR. REGISTRAR in 
required. Initial tenure at Derbyshire Royal 
Beds). Possession of a pier qualification is desirable. Appoint- 
—Z for 1 in first instance and renewable thereafter 
— Successful candidate will be transferred to the pan 
hospit for the second phase of the appointment 
ance th arrangements under the reciprocal tr: scheme. 
Renewal of appointment and transfer to the teaching hospitals 
will be subject to satisfactory work and progress. 

Further details and form of application from the Senior 
Administrative Medical Officer, Sheffield Regional Hospital 
Board, O ulwood-road, Sheffield. Forms to be returned 
by 17th February, 1958. 

SHOREHAM-BY-SEA, SUSSEX. SOUTHLANDS HOS- 
PITAL. Locum REGISTRAR (obstetrics and gynecology) 
—- from 14th to 3lst March, 1958, inclusive. 

Apply Hospital Seareery Southlands H pital, as soon as 
possible. . OAKTON, Group Seon 
Worthing ae Hospital Management 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 

ANESTHETIC REGISTRAR, resident, required, with duties 
¢ —t, 7 in the Group. Post recognised for D.A. and 


Forms of application from and returnable to Secretary, 
Windsor Hospital Management Committee, Alma-road, Windsor, 
by 15th February. 

SOUTHAMPTON CHEST HOSPITAL. (252 Beds.) 
SENIOR HOUSE OFFICER required, to be responsible for 
Infectious Diseases Unit. The duties are such as to suit a candi- 
date reading for higher examinations. The Unit is sited at a 
Hospital possessing up-to-date tuberculosis and thoracic s 4; 
wail whilst the Southampton Group of hospitals as a whole 
affords excellent eqpestunttins for study and experience hs all 
branches of medicine. 

Applications, together with copies of recent testimonials, 

should be forwarded as soon as ible to the Group Secretary, 
Southampton Group Hospital Management Committee, Bullar- 
street, Southampton. 
SOUTHAMPTON GENERAL HOSPITAL. (465 Beds. 
Ree sed for the membership and diploma nanan of 
the .C.0.G.) RESIDENT HOUSE SURGEO to the 
Gynecological and Obstetric Unit required mid-Marc . 

Applications, with copies of recent testimonials, should be 
forwarded as soon or to the Group Secretary, Southamp- 
ton Group Hospi Management Committee, Bullar-street, 
Southampton. 

SOUTHAMPTON. ROYAL SOUTH HANTS HOS- 
PITAL. (274 Beds.) RESIDENT HOUSE SURGEON required. 
Pre- tration candidates eligible. 

App —, with copies of recent testimonials, should be 
forwarded to Group Secretary, Southampton Group Hospital 
Management Committee, Bullar-street, Southampton. 
SOUTHAMPTON. been ee HANTS HOS- 
PITAL (274 Beds) and SOUTHAMPTON GENERAL HOSPITAL (471 
Beds). SENIOR HOUSE OFFICER. (E.N.T.) required in 
February. This post is recognised for the F.R.C.S. (Eng.) 
and D.L.O. examinations and provides experience in all branches 
of E.N.T. work. The Group includes a diagnostic and distribut- 
ing hearing-aid centre. 

| pplications, with copies of recent testimonials, should be 
forwarded as soon as possible to the Secretary, Southampton 
Group Hospital Management Committee, Bullar-street, South- 
ampton. 

SOUTH BRENT, DEVON. DIDWORTHY CHEST HOS- 
PITAL. Applications are invited from registered medical practi- 
tioners for the post of ASSISTANT MEDICAL OFFICER 
(Junior Hospital Medical Officer grade) at the above Hospital. 
This is a Hospital of 128 Beds for the treatment od gy om td 
tuberculosis and includés a major thoracic surgery 
= bungalow available on Hospital estate. 
ey —— age, nationality and qualifications, 
er with names 2 referees, should be sent, as soon: as 
possible, to the Group gig <4 Plymouth § ial Hospital 
anagement Committee, 8, Nelson-gardens, Stoke, Plymouth. 


SOUTHEND-ON-SEA Seer ta. Applications are 

invited for 2 appointment of RESIDENT ANASSTHETIST 

(Senior House Officer grade). Post vacant Ist April, 1958. The 

4 eg TTA is rec fulfilling the conditions of the 
R.C.S. and the D.A. 

Applications, haem Ay ~ experience and qualifications, with 
copies of 2 testimoni should be sent to the Secretary at the 
General Hospital, Southend, not later than 20th February, 1958. 
SOUTHEND. GENERAL HOSPITAL. Ap re are 
invited for the of RESIDENT GYNACOLOGICAL 
HOUSE SURGEO vacant Ist Mareh, 1958. The post is 
recognised for the i. R.C.0.G 

Applications, stating age, qualifications and previous experi- 
ence, with copies of recent testimonials, should be sent to the 
Secretary by 14th February, 1958. 
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SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. een are invited for an Bo png meee as 
Whole-time REG TRAR in General Surgery ll a vacancy 
in the a trainee establishment at the Bromley Grou 
of hospit The post will be vacant from. 15th April, 1958. 
The appointment will be in accordance with the terms and condi- 
tions of service of hospital medical and dental staff (England 
and Wales), and will be for 1 year in the first instance. 
Applications, giving particulars of age, qualifications and 
experience with relevant dates, together with the names and 
ad of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
i. Portland-place, London, W.1, not later than 22nd February, 
58. 





SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in Orthopedic —_ - to ~~ . 
vacancy in the approved trainee establishment at the 
and Lewes Group of hospitals. The appointment ell 7 
accordance with the terms and conditions of service of hospital 
medical and dental staff (England and Wales), and will be for 
1 meee in the first instance 

pplications, giving particulars of age, qualifications and 
«a ence, with woloweak dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
£), Penna gees London, W.1, not later than 22nd February, 


SOUTHERN AYRSHIRE HOSPITALS BOARD OF 
2 
yr ante Hospital, Ayr 
HOUSE OFFICER (orthopedics). 
HOUSE OFFICER (surgery). 
tration posts. 
Bal ochmyle Hospital, = ag oe 

HOUSE OFFICER (gynecol Recognised for M.R.C.O.G. 

Posts now vacant. , Offer wi “y Bas under Consultant 
supervision. Resident. National terms 

Apply immediately Area Medical pa Ballochmyle 
Hospital, Mauchline. (Tel. Catrine 281). ey 
ST. ALBANS CITY HOSPITAL, St. Albans, Hertfordshire. 
(384 Beds.) Locum Tenens ANESTHETIC REGISTRAR, 
resident, required from Ist to 28th am, 1958, inclusive. Post 
recognised for F.F.A. R.C.S. and 

Applications to Secretary, Mid Hoets Group Hospital Manage- 
ment Committee, Bleak ouse, Catherine-street, St. Albans. 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
(815 Beds.) HOUSE OFFICER (general surgery) required 
ng; — -March. Pre-registration post. Hospital recognised 
‘or 

Deietied applications, with copy testimonials, to the Secretary 
at the Hospital. fe 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. HOUSE PHYSICIAN required. Pre-regis- 
—— ost vacant now. 

ied ee, with copy testimonials, to Hospital 

Seamer, No Staffs. Royal Infirmary. 
SUTTON AND CHEAM HOSPITAL, Cotswoild-road, 

SUTTON, SURREY. RESIDENT SENIOR HOUSE OFFICER 
(Casualty Officer). Post recognised for F.R.C.S. Vacant 17th 
February. 

Applications, stating age, qualifications and experience, with 
copies of recent testimonials and the names of 2 referees, to the 
Jroup Secretary, St. Helier Hospital, Carshalton, Surrey. 




















SWANSEA HOSPITAL, peacoat br Ne Glantawe 
HOSPITAL MANAGEMENT COMMITTE: ‘A ppltos ions are invited 
for the resident post of SENIOR. "HOUSE OFFICER - Rg 
Traumatic and Orthopedic coe: yx} ot Paes above H 

The post is recognised under the F.R. ty 2 
months’ casualty training. It offers exception experience in 
all aspects ~~ ——— surgery as occ in a large industrial 


centre and p 

Applleciinens ‘stating age and experience, ther with copies 
of 2 recent testimonials, should be forwarded to the Hospital 
Secretary. T. Oe JONES, Group Setar 





WAKEFIELD. PINDERFIELDS GENERAL HOSPIT 

an lications invited for position of SENIOR HOUSE OFFICER 
horacic Surgery Department. Salary £819 10s. p.a. £150 p.a. 

, Bt for accommodation. 

Written apemoetions, ofivl personal particulars, details we 
experience, and and ad for reference, to W. 
BOWRING on Secnetery, Pinderfields General Hospi ital, 
ween id. 

FIELD. PINDERFIELDS GENERAL HOSPITAL. 
HOUSE OFFICER required for Orthopedic Surgery Depart- 
ment. Salary £577 10s. p.a. A charge of £125 p.a. made for 
accommodation. 

Written aoplicstions, sty stving - personal pesttontene. age 
of experience, and and addresses reference, to 
he spam pK Secectery, Pinderfields fA Hospital, 

efield 
WATFORD, HERTFORDSHIRE. PEACE MEMORIAL 
HOSPITAL (208 Beds.) CASUALTY OFFICER (Senior House 
Officer). Modern department employing 3 full-time Casualty 
Officers including whole-time Surgeon-in-Charge. Post 
for F.R.C.S. Resident or non-resident. Vacant end February. 

Please send applications, with names of 2 referees, to the 
Administrator. 

WELSH REGIONAL HOSPITAL BOARD. 

SURGICAL REGISTRAR (orthopedics) at Prince of Wales 
Orthopedic Hospital, Rhydlafar (280 Beds), se 
Hospital Management ‘ommittee. Hospital is ional 
me oe Centre for South Wales area. Married accommodation 
available 

REGISTRAR in Gpthatestony to serve Gientgns Sees 
Management Committee at Lianelly — (24 
°o ees oy beds) expected to serve other hospitals group. 

on-res 

REGISTRAR (general medicine), Merth and Aberdare 
Hospital Management Committee area. B: Merthyr General 
iow (120 Beds.) Non-resident. 

SGISTRAR in Psychiatry, Whitchurch Hospital, Cardiff. 
Single accommodation available if required. 
Subject to review end of first year. 

Application forms from Senior Administrative Medical Officer, 

Temple of Peace, Cathays Park, Cardiff, within 14 days. 


WELSH REGIONAL HOSPITAL BOARD. 
REGISTRAR ate ), Morgannwg Hospital, Bridgend 














‘(all modern treatments, = ve outpatient clinics, child guidance 


clinic and Poreneestl partment). Within easy reach of 
University of Wales. pe nace mn —— 
REGISTRAR, North Wales Child Gui ce Clinics. itab- 


lishment includes Consultant, Thera) a T Psychol ~ 4 
a Social Workers. Central nic at Co wyn y and 
po eral clinics serving North Wales area. 

GISTRAR in Anesthetics, based i Brid nd General Hos- 
pital. Hospital recognised for F.F.A.R.C.S. Resident/non- 





SUTTON AND CHEAM HOSPITAL, Cotswold-road, 
SUTTON, SURREY. (146 Beds.) HOUSE SURGEON (pre-registra- 
tion or fully registered). Post vacant now. 

Applications, stating age, experience and qualifications, with 
copies of recent testimonials and the names of 2 referees, should 
be sent to the Secretary at above ad 
SWINDON AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. poeeretiets invited for the appointment of SENIOR 
HOUSE OFFIC as Casualty Officer and Orthopedic House 
Surgeon at Great Western Hospital, Swindon. Post recognised 
by R.C.S. for 6 months of year’s training under Fellowship 
regulations. Work of Accident and Orthopedic Department, 
associated with Nuffield Orthopedic Centre (Wingfield Morris 
Orthopeedic Hospital), Oxford, includes number of indus- 
trial injuries. Salary £819 10s. p.a., less charge for residential 
emoluments. 

Full details and names of 3 referees to Secretary, 7, Okus-road, 
Swindon, Wiltshire, immediately. 

TALGARTH, BRECON. MID-WALES HOSPITAL. 
WELSH BORDER HOSPITAL MANAGEMENT COMMITTEE. rere 
tions are invited for the post of JUNIOR HOSPITAL ME SAL 
OFFICER at the above Mental Hospital. Resident. A 4- 
comes flat is available. The Hospital is recognised for Conjoint 














-P.M. 
Further particulars from and a Tivccses ot 3 to _—— Super- 
intendent, giving the names and a 2 referees. 


TAUNTON AND SOMERSET HOSPITAL. Ap 
are invited for the post of HOUSE OFFICER (E.N.T.). 
registration appointment, recognised for F.R.C.S. and D.L.O. 
Applications, stating age, nationality and qualifications, to- 
ther with the names of 2 referees, should be forwarded to the 
yroup Secretary, Taunton Hospital Man ment Committee, 
Taunton and Somerset Hospital, Musgrove Park Branch, Taun- 
ton, Somerset. 
TORQUAY. TORBAY HOSPITAL. (166 general beds.) 
RESIDENT HOUSE OFFICER (s ical), Male or Female, 
required immediately. Post recognised for F.R.C.S. and _ pre- 
— purposes. There is a complement of 6 Resident House 








Applications, stating qualifications, nationality and age, 
together with copy testimonials (quoting reference F.955/84), to 
the Group err, Torquay District Hospital Management 
Committee, Torbay Hospital, Torquay, S. Devon. 





Subject to review end of first, y: 

Application forms from Senior Xdministrative Motes Officer, 
Temple of Peace, Cathays Park, Cardiff, within 14 days. 
WEST CUMBERLAND HOSPITAL err ris 
COMMITTEE. JUNIOR HOSPITAL MEDICAL OFFICER in 
Anesthetics required for work throughout the West berland 
Group but based on Whitehaven Hospital. Good experience 
essential, and oo ossession of the D.A. preferred. 

Apply with full a as to qualifications and experience 
and giving the names of 2 referees, to the Group Secretary at 
Workington Infirmary. 
west wo capagg one ommend Bet hn Bee page ann 
COMMITTEE. 








BOARD. OBSTETRICAL. AND iD GYNECOLOGICAL MREGIS- 

TRAR ( ade) required. Duties mainly at Portwe 

Hospital, W evmout (39 obstetrical and 26 Phaser if 
d for the M.R.C.0.G. Single accommodation availab 


recognise 
at the rate of "ei70 p.a., mag must be resident in Weymouth 
area. Post vacant Ist May, 1 

Application form, which should be returned immediately, from 
the Group Secretary, West Dorset Group Hospital Management 
Committee, Damers-road, Dorchester, Dorset. 
west agg ent GROUP HOSPITAL MANAGEMENT 
COMMITTEE. WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. ANESTHETIC REGISTRAR required for West 
Dorset Group of hospitals, for duties in Weymouth, Dorchester 
and Bridport. Post vacant ist — 1958, and —_s for 12 

her year. year. S ng 

- ex experience—£935 or £1061 10s. p.a., with deduction Of £170 p.a. 

en 
Application form. form, which should be returned immediately, from 
the tary, West Dorset Hospital Management Com- 
mittee, Deaneenaeen. Dorchester, Dorset. 
WINDSOR. KING EDWARD VII HOSPITAL. Registrar 
(Casualty Officer), resident, roamed. There is an Accident Unit 
of 30 Beds at the Hospital and with the Casualty Department 
forms part of the Accident Service for the Windsor Group and 
includes duties with the E.N.T. and Eye Departments. Candidates 
should have had previous experience in the treatment of acute 


uries 
Application f forms from and returnable to Secretary, Windsor 
Group Hospital Management Committee, Alma-road, Windsor, 
by 22nd February. 
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WINDSOR. KING EDWARD Vii HOSPITAL AND U.S.A. PITTSFIELD GENERAL HOSPITAL, ox 
200-Be 


UPTON HOSPITAL, SLOUGH. RESIDENT OBSTETRIC AND 
GYNACOLOGICAL REGISTRAR required, resident at the Old 
Windsor Unit of the former hospital. Preference given to holders 
of D.Obst.R.C.0.G. Post offers opportunity to gain considerable 
experience, there being 58 maternity beds and 36 gynecological 
beds with weekly outpatient clinics. 

Application forms from and returnable to Secretary, Windsor 
Group Hospital Management Committee, Alma-road, Windsor, 
by 15th February. 

WESTON-SUPER-MARE GENERAL HOSPITAL. (104 
Beds.) Applications are invited from duly qualified medical 
prectnioaw for the pre-registration ~~ (resident) of 

OUSE SURGEON. Immediate vacancy 

Applications, stating age, qualifications, to “t reg! with names 
and addresses of 2 referees, should to the Secretary, 
Weston-super-Mare Hospital p ty: Committee. 
WEYMOUTH AND DISTRICT HOSPITAL. (24 Beds.) 
HOUSE SURGEON (Male or Female) required for resident, 
yan gg oe post, vacant Ist April, 1958, and tenable for 

months. Recognised for F.R.C.S. meng no 

Applications, stating age, qualifications, t ther with oon 
testimonials, to Group Secretary, West Dorset Hospital Man 
ment Committee, Damers-road, Dorchester, Dorset, immediate 
WINCHESTER. ROYAL HAMPSHIRE COUNTY Hos. 
PITAL. (327 Beds.) HOUSE SURGEON (post recognised b 
Royal College of Surgeons) ey for general — a | with 
some E.N.T. duties. Approved pre-registration post. Vacant 
28th February. 

Applications, with copies of 2 testimonials, to Group Secretary. 
WINDYGATES, FIFE. CAMERON INFECTIOUS Dis- 
EASES HOSPITAL. RESIDENT HOUSE PHYSICIAN required 
for 6 months as from Ist April, 1958. The post is recognised for 
pre-registration service. The Hospital consists of 100 infectious 
disease beds and 32 aged sick beds. Salary in accordance with 
national scale. 


Apply, in writing, to the Medical Superintendent, East Fife 
Hospitals Board of Management, 243a, High-street, Kirkcaldy. 
WOLVERHAMPTON. NEW CROSS HOSPITAL. (634 
Beds.) Pre-registration HOUSE OFFICER in General Surgery. 
Post vacant now. 

Applications to Hospital Secretary. 

WOODFORD GREEN, ESSEX. 
(100 Beds.) SENIOR HOUSE OFFICER required. The Hos- 
pital is a modern Sanatorium with Area Chest Clinic. The post 
offers ee opportunities for gaining experience in tuber- 
culosis and diseases of the chest. Accommodation for single 
erson only. Salary £819 10s. p.a. less £150 p.a. for board, 
odging, &c. 

Applications, with copies of 2 recent testimonials, should be 
sent immediately to Secretary, Forest Group Hospital Manage- 
ment Committee, Langthorne-road, E.11. 
WORCESTER ROVAL INFIRMARY. 
PHYSICIAN (pediatric) required beginni 
department comprising very modern unit of 
nised for D.C.H. 

Applications to Hospital Secretary. 
WORCESTER ROYAL INFIRMARY. House Surgeon 
(pre- a or otherwise) required immediately for Ortho- 

vedic Department of this busy general hospital of 213 Beds. 

he appointment offers wide and varied experience. 

Applications to Hospital Secretary. 

WREXHAM. WAR MEMORIAL HOSPITAL. (230 Beds.) 
Applications are invited for the posts of HOUSE SU GEON (3) 
at the above Hospital, to commence duties ——we wy oo aa 

i 7 are recognised for the Diploma of -R.C.S. 

tngland and Edinburgh) and are pre-registration Rey 

Applications, stating age, A nD. - ~ty qualifications and 
experience, with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Maelor General Hospital, Wrexham, as soon 


as possible. 

YORK. “MATERNITY AND FULFORD HOSPITALS. 
SENIOR HOUSE OFFICER in Obstetrics and Gyneecology re- 
quired from 31st March, 1958. Post is recognised for M.R.C.O.G. 

Applications, stating age, qualifications, experience, national- 
ity and names of 2 referees, to — Secretary, York A and Tad- 
caster Hospital Management Committee, Bootham Park, York. 
B.W.l. UNIVERSITY COLLEGE HOSPITAL OF THE 
WEST INDIES. Applications are invited from registered medical 
Fenn tee for the following posts :— 

Zacant A 

CASU AL TY OFFICER (medical). 
Vacant July: 

SENIOR. CASUALTY OFFICER (surgical). Salary £850 p.a. 

CASUALTY OFFICERS (medical). Salary £750 p.a. 

HOUSE OFFICER (anesthetics). Salary £750 p.a. 

HOUSE OFFICER (obstetrics and gynecology). 

£750 p.a. 

The posts are generally tenable for 6 months, although can- 
didates recruited from outside Jamaica and for whom return 
passages are provided will be offered contracts for periods of 
1 year eo nay | 1 or 2 appointments. Salaries will be at the rate 
shown above, less a deduction of £145 p.a. for single accommo- 
dation and residence. 

Further information may be obtained from the Hospital 
Manager and Secretary, University College Hospital of the West 
Indies, Mona P.O., Jamaica, B.W.I., to whom applications 
stating age, nationality, qualifications and experience, together 
with the names and addresses of 3 referees should be sent not 


later than 28th February, 1958. 
. MEDICAL 





~HARTS HOSPITAL. 





~ (273 Beds.) House 
of March for busy 
6 Beds. Post recog- 




















5 £750 p.a. 


Salary 


U.S.A. UNIVERSITY OF MINNESOTA 
CENTER. ANESTHESIOLOGY RESIDENCIES at the above 
Center. 2 or 3-year programme with clinical and didactic 


instruction in all phases of anesthesia. Board approval. Positions 
starting every month. 


Address, F. H. VANBERGEN, M.D., University of Minnesota 


Medical Center, Minneapolis 14, Minnesota. 


62 . 





MASSACHUSETTS, U.S.A. RESIDENT in Pathol 

Hospital with well-e uipped laboratory in beaut: tiful congenial) 
part of New Englan Summer and winter sports. English 
pathologist. Medical school appointment. Successful candidate 
will have the option of a his Lm at Albany Medical 
College. Salary $300 monthly manage 20s 

Apply air mail, Dr. W. BEAUTYMAN, Pathologist. 
CANADA. CHILDREN’S HOSPITAL, Vancouver, B.C. 
2 PAZDIATRIC RESIDENTS required for 1-year period com- 
mencing Ist July, — for 83-Bed children’s acute and long-term 
medical and surgical hospital. 6 months’ credit given by Royal 
College of Physicians and Surgeons of Canada toward certification 
in pediatrics. Remuneration $175 per month less $20 per month 
accommodation. Married accommodation available. 

Applications, stating age, qualifications, medical school, 
nationality, marital status, accompanied by recent references 
and hotograph, should be forwarded airmail to Administrator, 
Children’s Hospital, 250, West 59th Avenue, Vancouver, 15, 
British Columbia. 
AMENDED ADVERTISEMENT 
CANADA. GRACE HOSPITAL, Winnipeg, Manitoba, 
CANADA, has vacancies for RESIDENCIES and SENIOR 
INTERNSHIPS. Salary $200 per month plus maintenance. 
Uniforms and “peo provided. Grace Hospital is an active 
general hospital of 230 Beds with approximately 9128 dis- 
charges per year. > oe may be given towards financial 
assistance with p 

Applicants ina pas are invited. 

Intending applicants kindly note that salary was erroneously 
stated as £200 per month in the announcement published in 
4th January issue. 

CANADA. HOLY CROSS HOSPITAL, Calgary, Albert ta, 

CANADA. Applications are invited for appointments as JUNIOR 

INTERNS (rotating) to commence Ist July, 1958. The earns | 

in this —— is primarily designed as preparation for gener 

practice. ference will be shown in the appointments for 
tard recently registered graduates of University Schools of 
edicine. 

Application forms and further details may be obtained from :— 

IRIAL GOGAN, M.D., Medical Director. 

CANADA. THE ONTARIO CANCER INSTITUTE, 
500, Sherbourne-street, TORONTO, 5, CANADA. This new Institute 
and. teaching Hospital of the University of Toronto seeks 
applications for the position of RESIDENT HOUSE STAFF 
for periods of not less than 6 months at a time. The appointment 
would suit those planning to settle in Canada and require time 
to work for the Dominion Council examinations. Alternatively. 
for those interested in radiotherapy and the geet and 
management of cancer cases by means other than surge it 
would provide an excellent introduction. Stipend $200 "Tewo 
hundred dollars) per month plus maintenance. 

Inquiries with references to the Director. 
ype tlhe neon IRELAND HOSPITALS AUTHORITY. 

Applications are invited for a whole-time post as REGISTRAR in 
Clinical Pathology at hospitals managed by the Belfast Hospital 
accordance Committee. The terms and conditions will be in 
: ance with the application of the Spens report to Northern 

reland 


Applications to be made on a form obtainable (with further 
particulars) from the Secretary, Northern Ireland Hospitals 
Authority, 44-46, Queen-street, Belfast, and to be returned not 
later than 22nd February, 1958. 


Public Appointments 


Applications are invited 




















LONDON COUNTY COUNCIL. 
from medical practitioners practising in locality under National 
Beaks Service for appointment as VISITING MEDICAL 
OFFICER to Annesley House Residential Nursery, Queen’s- 
crescent, Portsmouth, accommodating 27 children (0—5 years). 
Remuneration £100 a year plus fees receivable from Executive 
Council in respect of residents and residential staff who may 
taken on National Health Service List. 

Particulars and application forms from Medical Officer of 
Health (PH/D.1/141), County Hall, S.E.1. Closing date 10th 
February. 
DEVON. COUNTY OF DEVON. District Medical Officer 
OF HEALTH/ASSISTANT COUNTY MEDICAL OFFICER. 
Applications are invited for the mixed appointment of Medical 
Officer of Health to the Urban Districts of Ottery St. M: and 
Sidmouth and Assistant County Medical Officer to the von 
County Council. Salary £1365 15s.-£1761 2s. 6d. The area will oy 
later extended to cover other yor’ Authorities in East Devon. 
D.P.H. or equivalent essential. iploma in Child Health or 
Certificate for the Ascértainment of | .S.N. Children desirable. 

Particulars and application forms, returnable a 4 22nd Feb- 
ruary, 1958, from County Medical Officer, 45, St. David’s Hill, 
Exete r. 
| THE MEDICAL SERVICE OF THE ROYAL NAVY | 

VACANCIES FOR MEDICAL OFFICERS 


| Candidates are invited for Short Service Commissions of 
3 years, on termination of which a gratuity of £600 (tax 








free) is payable. Ample opportunity is granted for transfer 

to Permanent Commissions on completion of 1 year’s total 

service. Officers so transferred are paid instead a grant of 
| £1500 (taxable). 

All entrants are required to be -British subjects whose 
parents are British subjects, eaters qualified, physically 
fit, and to pass an interview 
Full particulars from the Admiralty Medical Depart- 

not on Anne’s Mansions, St. James’s Park, London, 


5S. 
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FACTORY DOCTORS. Factories Acts, 1937 and 1948. 
The followi appointments as Appointed Factory Doctor are 
vacant. Apply to Chief Inspector of Factories, 19, St. James’s- 


square, London, S.W.1. 
Latest date for receipt 


District County of applications 
BASILDON +. ESSEX . 22ND FEBRUARY, 1958 
CALLENDER .. PERTH . .. 22ND FEBRUARY, 1958 





NAVY, ARMY AND AiR FORCE INSTITUTES. Applica- 
tions are invited from general practitioners in the undernoted 
towns for the a in a part-time capacity as MEDICAL 
OFFICERS to the Corporation. Successful applicants would be 
required to examine and report on the conditions of employees of 
the Corporation who may be referred to them from time to time. 
Fees for this work will be paid on a scale agreed with the British 
Medical Association. 

Applications, giving details of qualifications and experience, 
should be sent to the Chief Medical Officer, Navy, Army and Air 
Force Institutes, Kennington Lane, London, S.E.11, not later than 
22nd February, 1958. 

The towns for which applications are invited are:— 

SOUTHAMPTON SALISBURY WEYMOUTH 
SWINDON BOURNEMOUTH 


DIRE NSH AM. CITY OF BIRMINGHAM. Applications 
are invited from registered eae , paneer for the post of 
MEDICAL OFFICER IN CH IMMUNISATION 
Male or Female). Candidates should hold the Diploma of Public 

ealth. The officer appointed will — in administrative charge 
of combined diphtheria-whooping zh immunisation, B.C.G. 
ae = vaccination against t poliomyelitis and influenza 

and m be uired, from time to time, to — rm general 
duties 1 in the Public Health Department as desire by the Medical 
Officer of Health. The successful candidate will be required to 
devote his/her whole — to official duties. The my cry 
will be subject to three mths’ notice on either side he salary 
scale for the post is £1625-£55-£1900 p.a. Medical examination; 
superannuation scheme. 

Applications, with full particulars of qualifications and experi- 
ence, together with the names of 3 rsons to whom references 
may be made, should be forwarded to the Medical Officer of 
Health, Council House, Congrove-street, Birmingham, 3, not 
later than 12th February, 1958. Ree: ee 
BUXTON. BOROUGH OF BUXTON. URBAN DiSs- 
a OF WHALEY BRIDGE. os DISTRICT OF CHAPEL-EN-LE- 

DERBYSHIRE COUNTY COUNCIL. ‘‘ Mixed ”’ appointment of 
DISTRICT MEDICAL OFFICER OF HEALTH AND ASSIS- 
ANT COUNTY MEDICAL OFFICER. Appl lications are 
pA bee registered medical oon ( le or Female), 
holding a Diploma in Public Health or equivalent qualification, 
for the “‘ Mixed ” appointment of Medical Officer of Health for 
the Borough of Buxton, the Urban District of Whaley Bri and 
the Rural District of ¢ Yhapel-en-le-Frith, and Assistant edical 
Officer for the ry County Council: The total inclusive 
salary a = oasis Os. 1d.—£57 14s. (3 )-£60 (1)}-€25 (4)- 
£2118 3s. 7d. The salary has been aed at on the basis 
that 7/1lths af , time is devoted to the work of the 3 
pyre Councils and Phew to that of the County Council. 
As regards duties of Medical Officer of Health, the successful can- 
didate will be subject to the sole control and direction of the 
District Coane ils, and as an Assistant County Medical Officer of 
Health under the direction of the County Medical Officer 
of Health whe is also the Principal School Medical Officer. 
While there is no “ divisional administration” of the County 
Council’s medical services, he/she will be required to act as a 
School Medical pene conduct clinics and perform such other 
ag Aa as my be re hee yews Preference will be given to a candidate 
who = varied experience in Public Health 
qed The, ,* cer will be required to live in the area of the 
District Councils. Sympathetic consideration will be given to the 
pro rovision of temporary housing accommodation, if desired. The 
fficer must not engage in private yo and must devote 
whole-time service to the duties of the before-mentioned posts. 
The —- is subject to the provisions of the Local Govern- 
4 uperannuation Acts, 1937-53, and the successful candidate 
il be required to pass a medical examination. Canvassing, either 
dirgctly or indirectly, will be a disqualification. 

Application forms may be obtained from the County Medical 

Officer, County Offices, St. Mary’s Gate, Derby. Completed forms 
should be sent to the Town Clerk, Town Hall, Buxton, so that 
they are received not later than 24th February, 1958. 








Pensions rights may in ce 


STOKE-ON-TRENT. cIiTtTY OF eae. 
phe pases s DEPARTMENT. Applications are invite 
m mchh ee for the post of ASSISTANT 
MEDICAL OFFICER, mainly on the Maternity and Child Wel- 
fare Services. Candidates should have experience in diseases of 
children and obstetrics. Cogeemaey, will be given for hospital 
contact with pediatrics and obstetrics. The possession of a 
-H. or D.C.H. will be considered an additional ualification. 
The salary will be at the rate recommended by the Whitley 
Council with commencing salary acco to experience. The 
appointment will be subject to the provision of the National 
ealth Services (Superannaution) Regulations, 1947, and the 
oe ogg candidates will be required to pass a medical exam- 
nation 
Forms of application ne be obtained from the Medical 
Officer of Health, Public ealth re gpm pena, 


“Stoke-on-Trent, and should be returned, accompani 


of not more than 3 recent testimonials, not later pene We mead 
26th February, 1958. HARRY TAYLOR, Town Clerk. 
DUBLIN. LOCAL APPOINTMENTS COMMISSION. 
6 ae for Assistant Medical Officers under Mental Hospital 
Authorit 

ASSISTANT MEDICAL _DEFICERS (Male or Female) (a) 

‘orman (b) § 
ASSIS ANT MEDICA ° OFFIC ERS (Male) (a) Cork (b) 
Ballinasloe (Castlerea Branch ). 
ASSISTANT MEDICAL OFFIC —_ (Female) (a) Killarney 
(b) Ballinasloe (Castlerea Bran: 

nglaos for each post: £627 (plus ponsed uments )}-£685 (on gain 

recognised qualification in psychological medicine or men 
aisvaat )}£1075. 

A plication forms and further particulars from the Secretary 
45, Upper O’Connell-street, Dublin. Latest time for eas 
completed application forms: 5 P.M. on 14th Feb , 1958. 
GOVERNMENT OF NORTHERN IRELAND. Medicai 
OFFICERS required in Ministry of Health and Local Govern- 
ment for 2 pensionable ts : (1) for duties calling for experience 
in maternal and child welfare ; and (2) for duties : aes 
medical inspections for purposes of Factories Acts ; rvision 
of persons undergoing rehabilitation courses, and c! work in 
connection with industrial injury and disablement benefit 
schemes. Ap licants should have at least 10 years experience 
since qualify ng: Salary scale £1775 (at age 35) by annual 
increments to £2300, with | provision for entry above the a. 
in circumstances be transferred. 
Preference will be given to ex-Service ain. 

For further particulars write to Secre’ Civil gh Com- 
mission, Stormont, Belfast. Closing date 1 th March, 
HER MAJESTY’S OVERSEAS CIVIL sEAviCE. "aritien 
GUIANA. A pucetionn | invited from doctors with qualifications 
registrable in United Kingdom for following posts. Possession 
of * > aoe in Pathology or Bacteriology Sar be an asset 


for 

“as PATHOLOGIST for New Amsterdam and ——- Hospitals, 
to have charge of laboratory staff, buildings and equipment, to 
supervise laboratories of Government hospitals and be responsible 
for training of laboratory technicians. Salary £1600 a year plus 
£250 a year (non-pensionable) in lieu of consultation fees 

(b EDICAL OFFICERS for usual duties of Government 

cal Officer in any part of Colony. May first be under super- 
vision of experien Medical cer in a Public Hospital. 
“R” practitioners, i.e., practitioners liable for call-up under = 
National Service Acts, may apply and if appointed 
granted igdefinite deferment of -up on completion of 4. aH 
tour of 2 years. Salary scale £950 to £1450 a year. 

Appointments on permanent basis with pension (non-contri- 
butory) 1 ao =<¢ final pensionable emoluments for each com- 
pleted month of service; or oh contract for 3 years’ resident ser- 
vice with gratuity (taxable ) of 224% of omer for each 3 months’ 
service. Candidates from National Health Service may retain 
superannuation rights service abroad (up to 6 years) and 
yng gratuity of 20% a ary on leaving overseas employment. 

nly J —— officers are members of Her Majesty’s Overseas 
Cn rvice. Free un uarters or allowance of £100 a 
year in lieu when attached to an Institution. In — where 
quarters available rent Um agen at 10% of salary. Free passages 
for officer, wife and children under 18 years up to 5 persons in all. 
Assisted passages for officer and wife — leave. 

Application forms from Director of Recruitment, Colonial 
Office, London, 8.W.1 (quoting BCD. 117/30/019). 




















SOUTHEND-ON-SEA Legge te» abe a a Javite Bo ay 
tions from qualified women for appointm 
MEDICAL OFFICER AND ASSISTANT MEDICAL. OFFICER. 
The duties of the post are mainly clinical but some administrative 
jaw gy £ particularly for maternity and child welfare, 
ht be given to a suitably experienced woman. Salary scale 
£1 50-£1475 p.a. In determining the commencing salary proper 
regard will be given to qualification and ex ot 
Application forms and conditions of se’ be obtained 
from the Medical Officer of Health, Municipal Health Centre, 
51” peated -Sea. Applications to be receive: by 15th February, 





SOUTH CORK BOARD OF PUBLIC ASSISTANCE. 
bi ay for ORTHOPAXDIC REGISTRAR, St. Mary’s Ortho- 

ospital. Remuneration: £862 10s Ae An extra sum of 
100 p.a. will be paid to holder of higher degree, e.g., F.R.C.S., 


ccADplioation to forms and particulars may be obtained from The 

r, Courthouse, Cork, with whom completed 

applications s should be lodged not later than 12 o'clock NOON on 

urday, 22nd February, 1958. 

| ema CORK BOARD OF PUBLIC ASSISTANCE. 

acancy for RESIDENT HOUSE SURGEON (registered) at 

se eee 's Orthopeedic Hospital. Remuneration £502 10s, 6d. p.a. 

pplication forms and particulars may be obtained from the 

ae Manager, Courthouse, Cork, with whom completed 

applications ~g: «Nagg lodged not later than 5 p.m. on Friday, 
ruary, 








GOVERNMENT OF HONG KONG. iuaitcations reeistrabh for 
following posts bmg from yoo with qualifica’ ble 
in United King D.M.R.D. required for (6). 

(a) MALE MEDICAL OFFICE S for general duties. pl 
ment on 2 years’ probation for permanent and poe tie 
ployment. Pension 1/600th of final Renrlone nt emoluments “tor 
each completed month of service. “ oners, i.e., oo 
titioners liable for call-up under the National Service 
apply, and, if appointed, will be granted peepee Geleummnt ¢ of 
p< orp hed etion of a minimum tour of tw 

(6) MALE RADIOLOGISTS (diagnestioy.. ‘Appointment on 
contract for 3 Ber Emoluments include basic n scale 
from £1095 to £2175 a year, ———— pay from £21 to 311th 
a year, variable cost-of-living allowance of £43¢ a year for 
man, £186 a  pgemey a year for married man without child- 
ren, and £3284 a year for married man with children. 2 incre- 
ments in scale allowed for possession of D.M.R.D. plus extra in- 
crements for experience. hus a married M 
children and one year’s experience after Housemanship would 
receive £1725 a year and a Radiologist is similar circumstances 
~—. a year. 

— for officer, wife and up to 3 children under 18 

RE Pending quarters becoming available, hotel or hostel 

accommodation provided. Maximum charge for Government 

geaster and, in most cases, for hotels and hostels, one-seventh of 

asic salary. Income-tax at local rates. Climate favourable. 
Bduvational facilities available. 

Application forms from Director of Recruitment, Colonial 
Office, London, S8.W.1 (quoting BCD. 117/51/03). 
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GOVERNMENT OF THE EASTERN REGION OF 
NIGERIA. SPECIALIST (gynecologist) required to undertake 
clinical gynsecology and o Ar re includ visits to hospital 
units in the Region when convenient, and advising medical 
officers in obstetrics and gynzcolc Candidates must possess 
registrable medical qualifications, M.R.C.O.G., or equivalent, and 
have considerable experience. Appointment on contract for 2 
tours of not more than 2 years each. Salary £2442 a year with 
gratuity (taxable) on completion of satisfactory engagement at 
rate of £37 10s. for each completed period of 3 months’ service 
(including leave ). 
Quarters peoystes at rental of 10% of salary. Taxes at local 
rates. sauce local | magd generous home leave after each tour. 
Free ret passages for officer and wife; and, when appropriate, 
either (but not both) of the following in one one tour :— 
(a) 1 return sea p for each of 2 children under age of 18 
subject to maximum of £75 for the return sourney &= each child, or 
) An allowance of £75 a year for each of 2 children under age 
18 maintained outside Nigeria for the whole tour. 
Application forms from Director of Recruitment, 
Office, London, 8.W.1 (quoting BCD.117/411, 017). 


GOVERNMENT OF “THE EASTERN ~ REGION “OF 
NIGERIA. Applications invited from doctors with medical quali- 
oe + sma registrable in the United Kingdom for the following 


Colonial 





peMEDICAL Ourice RS for general medical duties in urban and 
rural areas. ractitioners, i.e., practitioners liable for call- =. 
under the Nationa. Service Acts, may apply and, if appointed, will 
be granted indefinite deferment of call-up on completion of mini- 
mum tour of two years. 

MEDICAL OFFICERS OF HEALTH for administration of 
environmental] hygiene, maternal and child welfare, school health, 
health education and control of communicable diseases. Women 

ble, and would be encouraged to concentrate on school health 
and welfare duties. At present emphasis is being placed on de- 
velopment of a school health service and on tuberculosis control. 
Officers may be required to visit rural areas around the township 
BPR, their principal responsibility lies. Candidates must possess 


ee rene on contract with gratuity (taxable) payable on 
completion of satisfactory engagement at rate of £37 10s. for each 
completed iod of 3 months’ service (including leave). Salary 
scale £1344 to £2118 a year for Medical Officers and £1530 


to £2118, plus £100 a year Staff pay, for Medical Officers of 
Health. 


Quarters provided at rental of 10% of salary. Taxes at local 
rates. Annual local leave permissible; generous home leave after 
each tour. Free return passages for officer and wife; and, when 
appropriate, either “(but not both) of the following in any one 
tour of service :-— 

(a) 1 return sea passage for each of 2 children under age 18 sub- 
ject to maximum of £75 for the return journey for each child, or 

(b) An allowance of £75 a year for each of 2 children under age 
18 Nigeria for the whole tour. 

Application forms from Director of Recruitment, Colonial 
Office, London, 8.W.1 (quoting BCD.117/411/05). 











GOVERNMENT OF THE FEDERATION OF NIGERIA. 
Applications invited from doctors with medical qualifications 
registrable in the en Kingdom for the following posts :— 


ALARIOLOGIST out malaria surveys in the field, 
organise and supervise ‘aa herapeutic trials, and train junior 
technical staf. he Federal Malaria Service has well established 


reputation, its research sco is wide and full of interest. 
Possession of D.P.H. or D.T.M. and H. an asset. 

PATHOLOGIST (hematology) to develop existing basic 
scheme for bl -transfusion centre at Yaba and conduct 
research into the blood- oe = gy of West Africans and 
other related problems. igher qualification (e.g., D.C.P. 
or Dip. Bact.) an asset. 

Appointment :— 

a) on short-term contract with inclusive salary a> £1338 to 
£2286 a year, or from £1536 to £2286 for officer possessing D.P.H., 
D.C.P. or Dip. Bact. On completion of contract a pate is 
paid of £37 1s. yy each completed period of 3 mont service 
(including leave) ; 

(6) from National Health Service with inclusive salary from 
£1128 to 21950 a year, or from £1326 to £1950 for officer possess- 
ing D.P. D.C.P. or Dip. Bact., candidate retaining super- 
es Tights and receiving gratuity (taxable) of 20% of 

oO lary. 

uarters at low rental. Free return passages for officer and 
wife. Return p: for children, to age 18, provided cost does 
not exceed that of 2 adult return passages in any 1 tour of 
service. Children’s (separate domicile) allowance of £75 a year 
for each child under 18, ceasing if children join parents in Nigeria. 
Income-tax at local rates. Local leave permissible and generous 
home leave after each tour. 

Application forms from Director of Recruitment, C ‘olonial 
Office, London, 8.W.1 (quoting BCD.117/14; 056). 





WINDWARD ISLANDS. District Medical Officer required 
a eral hospital duties in Grenada. Appointment carries 
liabi ity .* serve in 3 ——_ to any part of the Windward 
possess —_ ations registrable in 

ene Kingdom A limited” number of “ R” Pr. 





actitioners, i.e., 
practitioners liable for call-up under the National Service Acts, 
may apply, and if appointed will be granted indefinite deferment 
of call-up on completion of a minimum tour of 2 years. Appoint- 
— on permanent basis with nsion or agi Nae 
ment for 3 years. Salary scale £800-—£1000 p.a. Pension 
1, 760 th of final Mag ag emoluments for each completed 
month of service. Private po if duties permit or non- 
— allowance of £100 p.a. in lieu. Income-tax at local 
ed addition of 20% of basic salary also payable. 
Unfurnish i. provided at rental not exceeding 10% 
passages for officer and family up to 5 persons 
1% Bu, leave. 
Application forms from Director of Recruitment, Colonial 
Office, London, 8.W.1 (quoting BCD.117/41/01). 





GOVERNMENT OF WESTERN NIGERIA. Male Medical 
OFFICER (tuberculosis) required to assist Regional Tuberculosis 
Specialist and to assist in development of new tuberculosis clinic 
now being built at Ibadan. Clinic aims at treating large number 
of patients with the aid of mass radiography and will undertake 
research in the incidence of tuberculosis and in preventive 
measures. Candidates must possess medical qualifications regis- 
trable in the United Kingdom. Experience in tuberculosis an 
asset but not essential. 

Appointment :— 

(a) on contract with ontuly (taxable) on satisfactory com- 
pletion of contract at rate of £37 10s. for each completed 
period of 3 months’ service (including leave), or 

(6) from National Health Service, candidates reta super- 
annuation rights and receiving gratuity (taxable) of 20% of 


ate of we 
i scale under (a) £1290—£2286 a year and (b) £1086-£1950. 
Entry aint in both cases determined by qualifications and e ri- 
ence. In addition, officer receives supplementary pay of £120 
a year. 
Quarters provided at low rental. Taxes at loca] rates. Annual 
leave permissible: generous home leave granted after each tour of 
— — Free return passages for officer, wife and children 
up to 
Application forms from Direc of Recruitment, Colonial 
Office, London, 8.W.1 (quoting BC D. 117 410/043). 





For an Executive Council post (England and Wales) apply on form E.C.16a 
obtainable from the council. Mark envelope ‘** Vacancy. 


MITCHAM, SURREY. BOROUGH OF MITCHAM. 
Applications invited for VACANCY which will arise on 5th July, 
1958, in above Borough (intermediate). List at present about 
3000. Retiring doctor’s surgery may be available, but not 
residence. Applications on forms E.C.16a to reach the under- 
signed not later than 24th February. S. H. BENNETT, Clerk, 
Surrey Executive Council, 187, Ewell- -road, Surbiton, Surrey. 
UPPERMILL, YORKSHIRE. Applications are invited 
ja VACANCY—Urban—list at present 2584. ay and 
ry accommodation available for purchase 

-— icant will be required to take over on the oth suly 1958. 
Apply on form E.C.16a to the undersigned, m further 
particulars may be obtained, a — than 14th F M4, 1958. 

C. H. STABLER, A.C.LS., Clerk, W Riding Executive Council. 

5, St. John’s North, Wakencld. 


Hospital Services: Non-Medical Appointments 


BANBURY, OXFORDSHIRE. HORTON GENERAL 
HOSPITAL. gy ne are invited for the appointment of a 
BIOCHEMIST (basic grade), vacant on Ist April. Candidates 
should possess a science degree, preferably with honours in 
biochemistry or chemistry. 
__ Apply, with names of 2 referees, to the Secretary. 
CARDIFF HOSPITAL MANAGEMENT COMMITTEE. 
HOSPITAL BIOCHEMIST baie ref rade) required for Grou 
La aw St. David’s Hospital National Healt. 
Service Salary and conditions. 

orm of application from Group Secretary, 44, Cathedral- 


F 
road, Cardiff. 
Miscellaneous 


John Wyeth & Brother Limited. Applications are invited 
for the full-time post of Medical Adviser. Responsibilities of this 
post include: the arrangement of clinical investigations ; 
cooperation in research and the development of new therapeutic 
agents ; advising the Company and members of the medical 
profession as the need arises, and assisting in the training of 
representatives. Close contact with current medical matters 
from both theoretical and practical aspects is essential. Candi- 
dates should have the ability to occupy the hest grades of the 
profession, either in eoree or hospital pract: a _ the 

will be in the range of £1750-£2250 according to and e 

ence.—Applications should be received | Ist March, 1958) 1 by 
wwe Medical Director at Clifton House, Euston- road, London, 





























Noasaland and Tanganyika. The Universities’ Mission 
to Central Africa. 6 unmarried doctors required for permanent or 
short-term service. Work includes c tive 
teaching of African medical aides and midwives, supervision of 
small hospitals. An interesting job with scope for anyone with 
initiative. Mission maintenance terms.—Fuller details from 
CANON BROOMFIELD, 35, Great Peter-street, S.W.1. 
Advanced medicine class. Oral, clinical, X-rays, &c., 
suitable M.R.C.P. candidates. Experienced teacher, M.D., 
Gold Medallist M.R.C.P.—Write, Address No. 369, THE LANCET 
Office, 7, Adam-street, Adelphi, London, W.C.2. 
For sale. Children’s Conval t Home and School built 
for this purpose, beautifull Bane and equipped and an: poreees 
order. Complete central ating, separate private dence, 
situated Chiltern Hills, 600° ‘her above sea Tt Freehold. 
Immediate vacant ay £9000 inclusive for quick sale.— 
Address No. cm LANCET Office, 7, Adam-street, Adelphi, 
London, W.C 
Doctors r slag ti » th 
MANTON ( maw Boa, Ltp., 98, 
(VIC 0141), who are specialists 
“ Pregnancy Diagnosis by the Xenopus Method,” 24-hour 
service. Send specimens of urine and £2 2s. fee. Hematology, 
Biochemistry, Flame Photometry.— WELBECK BIOLOGICAL 
TORIES ee Park-crescent, Portland-place, W.1 


The British Journal of Medical OR oe 
as 2s. p.a.—Orders to the publishers, 4, Victoria-terrace, Hove, 
Sussex. 

















Write to 
Victoria-street, S.W.1 


led 
: 
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getting the 





measure of 
_CORTISONE 


For the statistically-minded, Roussel’s 
production of Cortisone and its derivatives 
offers an interesting study in extremes. 

To produce one kilogram of the drug, some 
two tons of raw material are required. 

Only one part in 2,000 of the starting material 
comprises the end result! Moreover, the 
complex synthesis calls for more than ninety 
different basic materials, solvents and reagents. 
Despite such seemingly massive requirements 
for a diminutive yield, 

Roussel ‘have the measure’ of cortisone. 
Today the British production plant of the 
Roussel Group is fully geared to meet 

the growing demand—here and abroad—for 
Cortisyl, Hydrocortisyl, Decortisyl, 

and Precortisyl products. 
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ROU SFI ROUSSEL LABORATORIES LIMITED 847 HARROW ROAD LONDON N.W.10 
, athee Associate Company : UCLAF Limited Marshgate Lane London E.15 
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SUTURE NEWS 
L.H.C. now in non-splintering ‘Spot’ Tubes 








Believing in the present superiority of glass 
over other materials as the safest and most easily 
sterilised container available for sutures, The 
London Hospital Ligature Department has 
searched for some years for an improved glass 
tube that opens safely and cleanly. 

We are pleased to announce that in the 
future, standard lines of L.H.C. will be packed 
in our new “Spot”’ Tubes. / 



















The “Spot’’ Tube is the same as a normal 
suture tube, but replaces the conventional scored 
line with a groove around the middle, marked 
with a coloured spot. 

Point spot vertically down towards bow! with 

, thumbs uppermost and break as shown below. The 
/ thumbs, placed about 2” apart, must be exactly 
opposite to the spot to obtain a clean break; the 
tube breaks only away from the spot. Attempts 
to break the tube other than away from the Spot 
will result in splintering. 


—e 



























With London Hospital's new “Spot’’ Tubes, no 
filing is needed, no instruments required and it 





is not even necessary to hold the tube in a swab. 
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oe eos 











always use London Hospital Catgut 
the more F-L-E-X-l-B-L-E suture 
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